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Zusammenfassung 
 
Die vorliegende Dissertation entwickelt einen Ansatz zur Verbreitung des Betrieblichen Ge-
sundheitsmanagements (BGM), der die gegenwärtige Konzeption von Gesundheit und BGM 
mit der Aufgabe des Managements verbindet. Treiber der Verbreitung von BGM sind epide-
miologische, psychologische und ökonomische Studien zur Beziehung zwischen Arbeit, Or-
ganisation und Gesundheit. Die epidemiologischen Studien zeigen auf, wie Arbeitsbedingun-
gen und Gesundheit der Erwerbsbevölkerung in Zusammenhang stehen. Diese populations-
bezogene Optik wird durch die arbeits- und organisationspsychologische Wissenschaft er-
gänzt, die Modelle zum Zusammenwirken von arbeitsbezogenen Ressourcen und Belastungen 
mit Gesundheitsindikatoren entwickelt hat. Gesundheitsökonomische Studien monetarisieren 
diese Zusammenhänge (u. a.) in Form direkter und indirekter Kosten für Staat, Organisatio-
nen und Individuen. Auf dieser Basis formte sich seitens unterschiedlicher Akteure der Ansatz 
des BGM, der hier als Prozess einer gesundheitsorientierten Organisationsentwicklung ver-
standen wird. Die Beratungspraxis und die begleitende Forschung verdeutlichen jedoch, dass 
die Verantwortungsübernahme für die Gesundheitsentwicklung durch die Betriebe (Organisa-
tionen) oft nicht vorhanden ist. Sowohl privatwirtschaftliche als auch öffentlich-rechtliche 
Organisationen funktionieren innerhalb eines für sie relevanten Umfelds und im Rahmen ihrer 
eigenen Logik, nach deren Regeln sie sich selbst lenken und entwickeln – d. h. sich ‚managen’. 
Deshalb erschien es notwendig, den Fokus Gesundheit besser mit der Aufgabe Management zu 
verbinden, um eine gemeinsame ‚Landkarte’ für die beteiligten Akteure im Feld zu generieren. 
In dieser Arbeit wird in fünf wissenschaftlichen Aufsätzen die gegenwärtige Konzeption von 
Gesundheit dargelegt, sowohl aus individueller als auch organisationaler Perspektive. Der An-
satz des BGM als gesundheitsorientierte Organisationsentwicklung wird eingeführt und auf 
die treibende Evidenz epidemiologischer, psychologischer und ökonomischer Studien verwie-
sen. Eine eigene empirische Studie erweitert diese Evidenzbasis. Darauf folgt die integrative 
Verbindung des Neuen St. Galler Management-Modells mit der dargelegten Gesundheitskonzepti-
on und dem Ansatz des BGM. Eine zweite empirische Studie zum Entwicklungsstand von 
BGM in Organisationen und ihrer Nachfrage zu BGM ergänzt die Arbeit. An diese Grundla-
gen können zukünftige Studien zur Verbreitung von BGM im Feld anknüpfen und so die Zu-
sammenarbeit zwischen Beratung, Forschung und Betrieben fördern. 
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Summary 
 
This dissertation develops an approach to disseminate Occupational Health Management 
(OHM), combining current conceptions of health and OHM with the tasks of management. 
Epidemiological, psychological and economic studies on the relation between work, organisa-
tion and health are drivers of the dissemination of OHM. Epidemiological studies have shown 
how working conditions and health of the working population are linked together. This per-
spective is complemented by the science of work and organisational psychology, that has de-
veloped models on the interaction between work-related resources, strain and health indica-
tors. Economic studies have monetarised these links in form of direct and indirect costs for 
the state, organisations and individuals. On this basis, various stakeholders developed the ap-
proach of OHM, here understood as a process of health-oriented organisational development. 
Yet practice and accompanying research have shown that companies (organisations) often lack 
responsibility for health development. Commercial as well as public organisations function 
within a relevant environment and within their own logic, according to which they guide and 
develop – i.e. ‚manage’ themselves. Thus it seems necessary to integrate the focus on health 
with the tasks of management, creating a common ‚map’ for all stakeholders in the field. In five 
scientific papers, this dissertation develops current conceptions of health, from an individual 
as well as an organisational perspective. OHM is introduced as health-oriented organisational 
development, and driving epidemiological, psychological and economic evidence is presented. 
An own empirical study enhances this evidence base. Subsequent, the New Management Model of 
St. Gallen is integrated with the presented approach of OHM. A second empirical study on the 
stage of OHM development in organisations and demand for OHM complements the disser-
tation. On this basis, future studies on the dissemination of OHM in the field can attach to 
and promote the collaboration of practice, research and companies. 
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I Einleitung 
 
a) Problemste l lung 
Die Auseinandersetzung mit dem Thema ‚Gesundheit’ verlangt einleitend eine Definition. 
Denn einerseits wird der Begriff von Experten wie Laien differenziert wahrgenommen und 
bestimmt (z. B. Blaxter, 1990), andererseits kreiieren bzw. akzentuieren Gesundheitsdefinitio-
nen auch Problemstellungen und sich daraus ableitende Handlungsnotwendigkeiten (z. B. 
Zirkler & Bollag, 2008). 
Gegenwärtige Konzeptionen von Gesundheit vermeiden eine bipolare Negativ-Definition 
(‚gesund = nicht krank’) und treten für eine multidimensionale und ebenso ‚markierbare’ Posi-
tiv-Definition ein. Gesundheit lässt sich in diesem Sinne mittels einer 3-mal-3-Matrix operatio-
nalisieren (nach Faltermaier, 2005), die vielfältige Kombinationen zulässt: 
 










körperlich psychisch sozial 
 
So kann ein Mensch mit körperlicher Krankheit gleichzeitig über ausgeprägte psychische Lei-
stungsfähigkeit verfügen und vielfältige soziale Rollen erfüllen; gleichermassen kann ein 
Mensch körperlich und psychisch ohne diagnostizierte Störung leben, aber unzufrieden, un-
glücklich und antriebslos sein. 
Eng damit assoziiert ist das Konzept der Salutogenese (Antonovsky, 1979), welches sich im Ge-
gensatz zur Pathogenese die Frage stellt: Was erhält den Menschen (trotz allem) gesund? 
Denn zum Leben der meisten Menschen gehören Leid und Ungleichgewicht, wenn auch nicht 
für alle in gleichem Masse. Das Konzept betont psychosoziale, physische, materielle und kul-
turelle Ressourcen, die dem Menschen helfen, Belastungen zu bewältigen und seine Gesund-
heit zu erhalten und zu fördern. ‚Gesund sein’ wird somit zu einem Prozess der Selbstorgani-
sation und -erneuerung innerhalb einer Umwelt (vgl. auch Bauer, Davies, & Pelikan, 2006; 
Udris, 2006). 
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Damit wird deutlich, dass die Gesundheitsveranwortung beim aktiven Menschen selbst liegt, aber 
auch bei jedem Gesellschaftsbereich, der auf die Gesundheit der Menschen einwirkt: dem 
schützenden und fordernden Staat mit seiner Gesundheits-, Wirtschafts- und Sozialpolitik, 
dem Gesundheitswesen bzw. Krankheitsversorgungssystem sowie der verantwortungsvollen 
Wirtschaft (Kickbusch, 2006). 
Auf dieser weit reichenden Gesundheitskonzeption baut diese Arbeit auf. Die positive Kon-
zeption von Gesundheit als auch das prozesshafte Verständnis der Gesundheitsentwicklung 
und -erneuerung richtet den Fokus auf den Lebensalltag der Menschen: Gesundheit entsteht 
in Interaktion mit Familie, Staat und Betrieb und lässt sich entsprechend steigern, erhalten 
oder vermindern (Pelikan, 2007). 
Die Forschung stützt diese Perspektive durch epidemiologische, psychologische und ökono-
mische Studien. Dies betrifft insbesondere die gesundheitsrelevante Interaktion zwischen dem 
Menschen und seiner Arbeitsumgebung: 
Epidemiologische Studien der Public-Health-Wissenschaften zeigen auf, wie die Gesundheit der 
Erwerbsbevölkerung in Zusammenhang mit den Arbeitsbedingungen steht, und wie die ge-
sundheitliche Ungleichheit in der Gesellschaft – die linear mit der sozialen Schicht korreliert – 
durch diese moderiert wird (Siegrist & Theorell, 2006). In der Schweiz ist z. B. die Lebenser-
wartung in der untersten sozialen Schicht 7 Jahre kürzer als in der obersten Schicht (Spoerri et 
al., 2006). Ungelernte Arbeitnehmende zwischen dem 45. und 64. Lebensjahr haben ein 10-
fach höheres Risiko, berufsinvalid zu werden als Akademiker1. Und nur 57% der Bauarbeiter 
erreichen das Pensionierungsalter mit intakter Arbeitsfähigkeit, im Gegensatz zu 88% der For-
schenden (Gubéron & Usel, 1998). 
Diese populationsbezogene Optik wird durch die arbeits- und organisationspsychologische Wissen-
schaft ergänzt, die Modelle zum Zusammenwirken von arbeitsbezogenen Ressourcen und Bela-
stungen entwickelt und testet. Die Wirkung organisationaler Strukturen und Prozesse auf die 
Gesundheit von Mitarbeitenden und Führungspersonen wurden in den letzten Jahrzehnten 
vielfältig belegt. Für die unterschiedlichsten Aspekte von Arbeit und Organisation wurden 
Zusammenhänge publiziert, die aufzeigen, wie sich Stressempfinden, Gratifikationskrisen, 
Führungsstil (u. v. m.) auf Befinden und Engagement im Arbeitsalltag auswirken (z. B. Ulich 
& Wülser, 2004; Zapf & Semmer, 2004).  
                                                
1 Wo eine geschlechtsneutrale Bezeichnung nicht möglich ist, wird der Einfachheit halber die männliche Schreibweise ver-
wendet. 
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Gesundheitsökonomische Studien monetarisieren diese Zusammenhänge (u. a.) in Form direkter 
und indirekter Kosten für Staat, Betriebe und Individuen. In einer Studie zu ‚Stress’ wurden 
die Kosten beanspruchter medizinischer Leistungen, der Selbstmedikation, Fehlzeiten und des 
Produktionsausfalls, verursacht durch Stresssymptome in der erwerbstätigen Bevölkerung, für 
das Jahr 1999 mit 8 Mrd. CHF beziffert (Ramaciotti & Perriard, 2000). Für die Europäische 
Union werden die Kosten arbeitsbedingter psychischer Störungen auf 3–4% des Buttosozial-
produkts geschätzt (International Labour Office, 2000). 
Auf dieser Basis formte sich seitens unterschiedlicher Akteure2 der Ansatz des Betrieblichen 
Gesundheitsmanagements (BGM), der hier als Prozess der gesundheitsorientierten Organisations-
entwicklung verstanden wird: eine kontinuierliche, partizipative Analyse und Optimierung 
organisationaler Strukturen und Prozesse, die auf die Gesundheit der Mitarbeitenden einwir-
ken und so auch die Geschäftsergebnisse beeinflussen. Das Betriebliche Gesundheitsmana-
gement hat sich aus dem Ansatz der Betrieblichen Gesundheitsförderung entwickelt, das seine 
Wurzeln im ‚Settingansatz’ der Gesundheitsförderung allgemein hat: Das Setting ‚Betrieb’ wird 
als idealer Ort betrachtet, um die Gesundheit der Menschen zu fördern, denn hier sind (fast) 
alle Gesellschaftsschichten vertreten und erreichbar. In diesem Setting soll das individuelle 
Gesundheitsverhalten beeinflusst und ebenso das Setting selbst, die Verhältnisse, verändert wer-
den. Ein gesundheitsförderliches Betriebssetting – ‚salutogene Verhältnisse für Körper und 
Psyche’ – ist Fokus und Ziel des BGMs. Um dieses Ziel zu erreichen, muss Gesundheit zur 
Managementaufgabe werden. 
An diesem Punkt entsteht eine Konfrontation der Fachdisziplinen: die Gesundheitsförderer, 
traditionell Mediziner, Gesundheitspsychologen sowie Bewegungs- und Ernährungswissen-
schaftler, begegnen den Arbeits- und Organisationspsychologen, Ökonomen, Technikern und 
Management-Wissenschaftlern – die sich genauso mit der Optimierung dieses Settings be-
schäftigen, aber nicht explizit mit dem Gesundheitsfokus. 
Parallel zu dieser disziplinären Konfrontation entsteht auch eine Konfrontation im Bera-
tungsbusiness, das sich vielfältiger Nomenklaturen bedient, um unterscheidbare Dienstleistun-
gen vergleichbaren Inhalts zu verkaufen und Preise für entsprechende Ziele und Zustände zu 
verleihen (z. B. ‚Great Place to Work’, www.greatplacetowork.com). 
 
                                                
2 Dabei handelt es sich nicht nur um Forschende und Beratende, sonden auch um Versicherungsgesellschaften (z. B. BKK 
oder AOK in Deutschland), Gruppierungen von Unternehmen (z. B. Enterprise for Health oder Health Promoting Hospitals) sowie 
internationale und nationale Netzwerke (z. B. ENWHP oder SVBGF) (vgl. auch Badura, 2001). 
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Einzelne Gruppierungen wie die European Academy of Occupational Health Psychology oder die 
amerikanische Society for Occupational Health Psychology haben sich in diesem Auseinanderset-
zungs- und Entwicklungsprozess geformt, mit dem Ziel, den Fachdisziplinen und Beratungs-
firmen eine gemeinsame Plattform mit expliziertem Gesundheitsfokus anzubieten. An diesen 
Gruppierungen und ihrer Haltung orientiert sich diese Arbeit. 
BGM-Beratungspraxis und begleitende Forschung verdeutlichen jedoch, dass die Verantwor-
tungsübernahme für die Gesundheitsentwicklung seitens der Betriebe oft nicht vorhanden ist. Die 
bisherige Verbreitung von BGM erweist sich aus der Optik der BGM-Akteure als unbefriedi-
gend und zu wenig nachhaltig (Bauer & Schmid, 2006; Drupp & Osterholz, 2001; Meggene-
der, Pelster, & Sochert, 2005; Ulich & Wülser, 2004). Ein Grund hierfür ist, dass sich der 
BGM-Ansatz zu stark an der Logik der Gesundheitsförderung orientiert, d. h. einen normativ-
ethischen Ansatz verfolgt, und die organisationale Logik zu wenig beachtet, die ihre Prioritä-
ten strategisch formuliert. Die Marketing-Formel der Gesundheitsförderung, die ‚Win-Win-
Situation’ für alle Beteiligten, muss im Umgang mit komplexen Systemen, wie es moderne 
Organisationen darstellen, grundsätzlich hinterfragt werden. Sowohl privatwirtschaftliche als 
auch öffentlich-rechtliche Organisationen funktionieren innerhalb eines für sie relevanten 
Umfelds und im Rahmen ihrer eigenen Logik, nach deren Regeln sie sich selbst lenken und 
entwickeln – d. h. sich ‚managen’. Dies ist der Ausgangspunkt der vorliegenden Arbeit und 
ihren Forschungszielen. 
Diese systemtheoretischen Argumentationslinien führen auch zur Einsicht, BGM für Betriebe 
sichtbar und verstehbar machen zu müssen und die unterschiedlichen BGM-Akteure in der 
Wahrnehmung der Betriebe als relevante Umwelt erscheinen zu lassen. Ebenso erfordert dies 
einen Abgleich der Gesundheitskonzeptionen von Betrieben und BGM-Experten. Denn 
schliesslich muss BGM von den Betrieben selbst ‚gemacht’ werden: gesundheitsorientierte 
Organisationsentwicklung ist Aufgabe des Managements. 
Diese Absicht entspringt dem normativ-ethischen Anliegen der BGM-Akteure, BGM verbrei-
ten zu wollen und einen nachhaltigen, gesundheitsorientierten Optimierungsprozess in mög-
lichst vielen Organisationen anzuregen. BGM ist aber auch das ‚Business’ dieser Akteure, und 
das Entwickeln eines integrativen BGM-Ansatzes hat in diesem Sinne auch eine strategische 
Komponente: Die BGM-Beratung generiert Gewinne zum eigenen Fortbestehen, die Versi-
cherungsgesellschaften reduzieren ihre Aufwendungen, die Gruppierungen und Netzwerke 
stärken ihren politischen Einfluss, die Forschenden schaffen sich Studien- und Publikations-
möglichkeiten als auch Drittmittel-Finanzierung etc. 
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BGM ist grundsätzlich aber auch Teil des gesellschaftlichen Diskurses über Gesundheitswerte 
und -kultur. In diesem Diskurs wirken betriebs- und volkswirtschaftliche Argumentationen 
zusammen mit Positionen der Wirtschaftsethik (Ulrich & Maak, 2000), der Wirtschafts- und 
Sozialpolitik, aber auch der individuellen Sinnsuche und Lebensgestaltung (Keupp, 2006). 
Dieser Diskurs orientiert sich zudem an der Legislative, die Aspekte des Gesundheitsschutzes 
und Gesundheitsverantwortung definiert und dadurch versicher- und einklagbar macht. In der 
Schweiz betrifft diese Veranwortung bis dato primär den Schutz vor körperlicher Versehrt-
heit. 
Hier koppeln wiederum Systeme von Inspektoren, Versicherern und Dienstleistern an. Die 
Ausweitung der Gesundheitskonzeption und Gesundheitsverantwortung findet somit in ei-
nem Spannungsfeld vielfältiger Interessen und Freiheitsgrade statt. Je intensiver diese Kon-
zeption verbreitet wird, im Versuch, sie auf unterschiedlichen Verbindlichkeitsstufen zu fixie-
ren und Teil einer gesamtgesellschaftlichen Gesundheitskultur zu machen, desto dynamischer 
und intensiver wird auch die Reaktion der bisher involvierten (Konkurrenz-)Systeme ausfallen. 
Dies gilt es bei der Verbreitung positiver Gesundheitskonzeptionen und eines darauf beru-
henden BGM mitzudenken. 
 
b) Zie l e  
Die vorliegende publikationsorientierte Dissertation hat das Ziel, einen integrativen Ansatz 
zur Verbreitung des Betrieblichen Gesundheitsmanagements (BGM) zu entwickeln, der den 
Fokus Gesundheit besser mit der Aufgabe Management verbindet. Dieser Ansatz soll es in erster 
Linie ermöglichen, dass Wissenschaft, Betriebe und BGM-Beratung (sowie andere BGM-
Akteure) im Feld mit einer gemeinsamen ‚Landkarte’ arbeiten, eine ähnliche Sprache sprechen 
und kompatible Erwartungen zu Gesundheit und BGM entwickeln. Darauf aufbauend soll in 
Zukunft wissenschaftliche Evidenz zur Verbreitung und Wirksamkeit des BGMs generiert 
werden, die sich für unterschiedliche Betriebe und Beratungssysteme generalisieren lässt. 
Die angestrebte Integration des BGMs mit Ansätzen des Managements entspringt einer Lern-
erfahrung mehrerer Jahre der BGM-Beratungs- und -Forschungs-Kooperation (vgl. Contribu-
tion). Denn die Forschung zu BGM ist nur im Feld möglich, in Zusammenarbeit mit Beratern 
und Betrieben. Ein verbreitbares und nachhaltiges BGM muss, so die Erfahrung, der strategi-
schen Logik der Betriebe folgen, aber auch jene der Beratung und der Wissenschaft integrie-
ren. 
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Die Entwicklung des integrativen Ansatzes erfolgt in fünf wissenschaftlichen Aufsätzen. Diese 
Aufsätze haben folgende Ziele: Im ersten Aufsatz soll die Basis, d. h. die Konzeption von 
Gesundheit und BGM erarbeitet werden. Der zweite Aufsatz hat das Ziel, diese Basis empi-
risch zu untermauern. Der dritte Aufsatz vertieft einzelne Konzepte und bereitet den integra-
tiven Ansatz vor. Der vierte Aufsatz verfolgt wiederum das Ziel, diese Vertiefungen empirisch 
zu untermauern. Der fünfte und letzte Aufsatz vollendet schliesslich die Integration von Ge-
sundheit und Management konzeptuell in einem Modell. 
Integration soll hier nicht als ‚Einverleiben’ verstanden werden. Es soll hier vielmehr versucht 
werden, im Sinne von Weick’s AGE-Schema3 (1995) für sich eine (Forschungs-)Position zu 
finden und diese mit anderen, u. U. komplementären Positionen zu bereichern und dadurch 
die Erkenntnistiefe zu steigern. Diese Haltung orientiert sich auch an Vester (2002) und sei-
nem Postulat für nachhaltige Systementwicklung und -analyse durch Kooperation mit den 
Systemmitgliedern. 
Dieser integrative Ansatz hat schliesslich das Ziel, das effektive gegenseitige ‚Ankoppeln’ der 
BGM-Akteure und Betriebe zu ermöglichen, die sich mit dem Thema Gesundheit beschäfti-
gen – was sich auch im Sinne eines gegenseitigen Sichtbarmachens verstehen lässt. Daran 
kann sich, wo notwendig, ein BGM-Beratungsprozess von der Auftragsklärung bis zur Eva-
luation anknüpfen, der eine Mischung aus Experten- und Prozessberatung darstellt (Deplazes, 
2008, vgl. auch Contribution). 
 
c )  Methodolog ie  
Die Dissertation erfolgt publikationsorientiert. Die Darstellung der theoretischen und empiri-
schen Basis als auch die wissenschaftliche und praxisorientierte Vorgehensweise erfolgt in fünf 
wissenschaftlichen Aufsätzen. Diese Aufsätze bauen auf Studien der Arbeits- und Organisati-
onspsychologie, der Gesundheitspsychologie, dem neuen Forschungsfeld der Occupational 
Health Psychology, arbeitsbezogenen Public-Health-Studien und gesundheitsökonomischer For-
schung auf. Diese werden kombiniert mit der Forschung zur Organisationsentwicklung und  
-beratung und den Management-Wissenschaften. 
                                                
3 Unter dem Titel „Erkenne Unvereinbarkeiten an“ beschreibt Weick (1995) drei grundsätzliche Forschungspositionen, die 
sich auf einem Zifferblatt verteilen: allgemein (12 Uhr), genau (4 Uhr) und einfach (8 Uhr). Daraus ergeben sich unterschiedli-
che Möglichkeiten der Forschung: 2-Uhr-Forschung ist z. B. allgemein und genau, aber auf Kosten der Einfachheit, während 
10-Uhr-Forschung in der Regel allgemeine und einfache Konzepte entwirft, denen es jedoch an Genauigkeit mangelt. Weick 
plädiert dafür, diese Unvereinbarkeiten zu akzeptieren und nicht zu versuchen, allgemein und genau und einfach zu sein, son-
dern für sich eine Position zu finden und sich mit anderen Positionen auszutauschen. 
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Im ersten Aufsatz wird die Konzeption von Gesundheit dargelegt, sowohl aus individueller 
als auch organisationaler Perspektive. Der Ansatz des BGMs als gesundheitsorientierte Orga-
nisationsentwicklung wird eingeführt und auf die treibende Evidenz epidemiologischer, psy-
chologischer und ökonomischer Studien verwiesen. Diese allgemeine theoretische und empiri-
sche Basis wurde mittels Literaturrecherchen und der Zusammenfassung empirischer Studien 
zu einem Lehrbuchkapitel kompiliert. 
Die Basis wird anschliessend im zweiten Aufsatz empirisch untermauert. Der Aufsatz richtet 
den Fokus speziell auf gesundheitliche und gesellschaftliche Relevanz der Arbeitsbedingungen 
und präsentiert Evidenz zum Zusammenhang zwischen Arbeitsbedingungen und gesundheit-
licher Ungleichheit. Hierfür wurde eine Sekundäranalyse der Daten der Schweizerischen Ge-
sundheitsbefragung (SGB) durchgeführt. 
Danach wird im dritten Aufsatz der Integrationsgedanke von Gesundheit und Management 
entwickelt und mögliche Wege der Verbreitung von BGM unter Berücksichtigung des BGM-
Entwicklungsstands vertieft. In diesem Aufsatz wird ein systemisch-salutogenes Modell für 
BGM als Referenzrahmen für die beteiligten Stakeholder skizziert, das auf dem Neuen St. Gal-
ler Management-Modell (Rüegg-Stürm, 2003) aufbaut und die für das BGM relevanten Elemente 
hervorhebt. Das Neue St. Galler Management-Modell offeriert einerseits die Perspektive des 
Managements, andererseits orientiert es sich an systemtheoretischen Überlegungen, die für 
diese Arbeit von Bedeutung sind. Diese konzeptuelle Vertiefungsarbeit erfolgte wiederum 
aufgrund von Literaturrecherchen und der Integration empirischer Studienergebnisse. 
Im vierten Aufsatz wird der Zusammenhang zwischen dem Entwicklungsstand von BGM in 
Betrieben und der Nachfrage nach BGM analysiert. Schlussfolgerungen werden gezogen zu 
einer stufenspezifischen BGM-Verbreitungstrategie. Hierfür wurden Daten analysiert, die in 
Zusammenarbeit mit dem Beratungszentrum BGM-ZH (vgl. Contribution) erhoben wurden. 
Im fünften und letzten Aufsatz erfolgt die Weiterentwicklung des systemisch-salutogenen 
Modells als integrative Verbindung des Neuen St. Galler Management-Modells mit der darge-
legten Gesundheitskonzeption und dem Ansatz des BGMs. Dieses Modell soll u. a. als Refe-
renzrahmen dienen, sobald sich die BGM-Beratung, die Betriebsrepräsentanten und die For-
scher zur Entwicklung von BGM zusammengefunden haben und einen gemeinsamen Ent-
wicklungsprozess aufgleisen. Diese konzeptuelle Arbeit erfolgte im engen Dialog zwischen 
Forschung und Beratung. 
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An diesen Ansatz können zukünftige Studien zur Verbreitung und Wirksamkeit von BGM im 
Feld anknüpfen und so die weitere Zusammenarbeit zwischen Beratung, Forschung und Be-
trieben fördern. 
 
d) Zusammenfassung der  wissenschaf t l i chen Aufsätze 
 
Aufsatz 1: Bauer, G. F. & Jenny, G. J. (2007). Gesundheit in Wirtschaft und Gesellschaft. In 
K. Moser (Hrsg.), Wirtschaftspsychologie (S. 221–243). Berlin: Springer. 
Der erste Aufsatz definiert den Fokus ‚Gesundheit’. Die wichtigsten Begriffe des gegenwärti-
gen Gesundheitsdiskurses werden erläutert: positive Gesundheit, Gesundheitsressourcen, Sa-
lutogenese, Empowerment, Gesundheitskompetenzen und Gesundheitsverantwortung. Eben-
so werden Modelle der Gesundheitsentwicklung (z. B. EUPHID-Modell) und des Gesund-
heitsverhaltens (z. B. Transtheoretisches Modell, TTM) vorgestellt. Über die individualpsycho-
logische Perspektive hinaus beschreibt der Aufsatz den gesellschaftlichen Stellenwert von Ge-
sundheit, die Unterschiede nach sozialer Schicht sowie volkswirtschaftliche Aspekte von Ge-
sundheit und Ansätze der Prävention und Gesundheitsförderung. Der Einfluss der Arbeitsbe-
dingungen auf die Gesundheit der Erwerbsbevölkerung wird dargelegt und das Betriebliche 
Gesundheitsmanagement (BGM) eingeführt. 
 
Aufsatz 2: Bauer, G. F., Huber, C., Jenny, G. J., Müller, F. & Hämmig, O. (2009). Socioeco-
nomic status, working conditions and self-rated health in Switzerland: explaning the gradient 
in men and women. International Journal of Public Health, 54, 23–30. 
Der zweite Aufsatz vertieft das Thema der gesundheitlichen Ungleichheit nach sozialer 
Schicht. Viele Studien haben diesen Sozialgradienten in der Gesundheit bestätigt, aber nur 
wenige haben dabei die Rolle der Arbeitsbedingungen empirisch untersucht. Eine repräsenta-
tive Stichprobe der Schweizer Gesundheitsbefragung aus dem Jahr 2002 (n=19’000) wurde 
verwendet, um den Zusammenhang zwischen sozialer Schicht, selbstbeurteilter Gesundheit 
sowie psychosozialer und physischer Arbeitsbedingungen zu überprüfen. Die Studie repliziert 
zunächst den Sozialgradienten in der Gesundheit. Danach zeigt sie mittels logistischer Regres-
sionsanalysen auf, wie die Arbeitsbedingungen einen grossen Teil dieses Sozialgradienten er-
klären und wie sich dieser Beitrag nach Geschlecht unterscheidet. Diese Evidenz untermauert 
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nach Ansicht der Autoren die Relevanz veränderbarer Arbeitsbedingungen zur Reduktion 
sozialer Ungleichheit in der Gesundheit. 
 
Aufsatz 3: Bauer, G. F., & Jenny, G. J. (2007). Development, Implementation and Dissemina-
tion of Occupational Health Management (OHM): Putting Salutogenesis into Practice. In J. 
Houdmont & S. McIntyre (Eds.), Occupational Health Psychology. European Perspectives on Research, 
Education and Practice (pp. 219–250). Castelo da Maia: ISMAI. 
Der dritte Aufsatz entwickelt den Ansatz des Betrieblichen Gesundheitsmanagements (BGM) 
weiter. Er greift die positive Konzeption von Gesundheit auf und erarbeitet das Konstrukt des 
‚arbeitsbezogenen Kohärenzgefühls’ als Ausdruck eines verständlichen, bewältigbaren und 
sinnhaften Arbeitserlebens. Die Treiber für BGM aus gesellschaftlicher und wissenschaftlicher 
Perspektive werden nochmals dargelegt und eine Toolbox für die (Eigen-)Anwendung von 
BGM in kleinen und mittleren Betrieben vorgestellt. Ebenso wird für einen transdisziplinären 
Forschungsansatz plädiert, der die unterschiedlichen Stakeholder zusammenbringt um nach-
haltige und verbreitbare BGM-Ansätze zu entwickeln (TRIP-Modell). Der Aufsatz skizziert 
hierzu eine erste Version des systemisch-salutogenen Modells für BGM auf der Basis des 
Neuen St. Galler Management-Modells (Rüegg-Stürm, 2003), das als Referenzrahmen für die 
beteiligten Forscher, Berater und Betriebe dient. Zum Schluss wird eine mögliche Methode 
der Verbreitung von BGM auf der Basis des Entwicklungsstands von BGM in den Betrieben 
dargelegt. 
 
Aufsatz 4: Jenny, G. J. & Bauer, G. F. (submitted 2009). Disseminating Occupational Health 
Management (OHM): The Utility of the Transtheoretical Model of Change for Assessing the 
Stage of OHM Development in Organisations. Journal of Occupational Health Psychology. 
Der vierte Aufsatz vertieft die Idee, entsprechend dem Entwicklungsstand von BGM in den 
Betrieben, die Herangehensweise anzupassen. Ausgehend vom Erfolg personenbezogener, 
phasenspezifischer Interventionen zur gesundheitsorientierten Verhaltensänderung wird dieser 
Ansatz auf die organisationale Ebene adaptiert. Diese empirische Studie erfasst den Entwick-
lungsstand von BGM in Betrieben und die Haltung der Personalverantwortlichen gegenüber 
BGM. Auf der Basis einer Stichprobe von 1’008 Betrieben im Kanton Zürich, Schweiz, wurde 
gezeigt, wie Entwicklungsstand und Haltung mit der Nachfrage nach BGM zusammenhängen. 
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Diese Resultate ermutigen eine Vorgehensweise, die dem aktuellen BGM-Entwicklungsstand 
eines Betriebs Rechnung trägt und entsprechende Herangehensweisen an diese empfiehlt. 
 
Aufsatz 5: Jenny, G. J. & Bauer, G. F. (submitted 2009). A systemic-salutogenic Model for 
Occupational Health Management (OHM): Integrating ‚Health’ and ‚Management’. Journal of 
Occupational and Organizational Psychology. 
Der fünfte Aufsatz entwickelt das systemisch-salutogene Modell für BGM weiter. BGM-
Forscher und -Berater müssen besser an die Logik der Unternehmen und ihre Strukturen, 
Strategien, Kulturen und Prozesse anknüpfen. Das Modell soll deshalb weniger von den nor-
mativen Ansätzen der Gesundheitsförderung als vielmehr von strategischen Dimensionen des 
Managements und der Organisationsentwicklung geleitet sein. Das Modell dient so als ‚Land-
karte’ bzw. Referenzrahmen für alle Stakeholder in einem BGM-Projekt. Es baut auf dem 
Neuen St. Galler Management-Modell auf (Rüegg-Stürm, 2003) und bezieht sich wie dieses 
auf Giddens’ Strukturationstheorie (1984) und eine systemische Sichtweise. Es visualisiert 
organisationale Struktur, Strategie und Kultur in Interaktion (= Prozess) mit individueller Ka-
pazität, Identität und Handeln. Der Aufsatz beschreibt, wie dieser Prozess durch die Struktu-
ren kanalisiert wird und diese gleichzeitig formt, sowie welche Umwelten für eine Organisati-
on relevant sein können. In der Mitte des Modells wird BGM als Optimierungsprozess darge-
stellt, der von der Organisation selbst durchgeführt wird. Zu jeder Dimension ‚Person’ – ‚In-
teraktion’ – ‚Organisation’ werden schliesslich Metaindikatoren für die Ergebnisüberprüfung 
von BGM formuliert, so z. B. das in Aufsatz 3 erarbeitete ‚arbeitsbezogene Kohärenzgefühl’ 
als Metaindikator einer salutogenen Interaktion zwischen Person und Organisation. 
 
e )  Contr ibut ion 
 
Contribution des Dissertanden zur Forschungsarbeit. Der Doktorand ist seit 5 Jahren wissenschaftli-
cher Mitarbeiter an der Abteilung für Gesundheitsforschung und Betriebliches Gesundheits-
management des ISPMZ, Universität Zürich und massgeblich an der BGM-Forschung und -
Entwicklung beteiligt. In dieser Dissertation valorisiert er seine Forschungsarbeit zu verbreit-
baren und nachhaltigen BGM-Ansätzen. Er hat im ersten Aufsatz die notwendigen wissen-
schaftlichen Recherchen durchgeführt und im Text verarbeitet sowie das Gesamtprodukt mit-
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gestaltet. Im zweiten Aufsatz hat er die empirischen Analysen gesteuert und beaufsichtigt, die 
textuelle Verarbeitung redigiert und die Schlussfolgerungen mitdiskutiert. Im dritten Aufsatz 
hat er die konzeptuellen Vertiefungen erarbeitet, die entsprechenden Recherchen durchge-
führt und den Text mitgestaltet. Für den vierten Aufsatz hat er die Studie durchgeführt, die 
Daten aufbereitet, analysiert und den Text verfasst. Im fünften Aufsatz hat er das Modell ent-
worfen, finalisiert und textuell verarbeitet, begleitet von den notwendigen Literaturrecherchen. 
Contribution der Dissertation zum Forschungsfeld. Die Abteilung, in der die Dissertation entstanden 
ist, beschäftigt sich seit 2001 mit Interventions- und Evaluationsforschung im Bereich Arbeit, 
Organisation und Gesundheit. Sie verfolgt konsequent einen transdisziplinären Forschungsan-
satz, der nicht nur Forscher unterschiedlicher Fachrichtungen vereinigt (Psychologie, Soziolo-
gie, Medizin, Ökonomie), sondern auch Beratung und Betriebe im Feld mit einbezieht. Ein 
erstes Produkt dieses Ansatzes war die Toolbox KMU-vital zur (Eigen-)Anwendung von 
BGM in kleinen und mittleren Betrieben (Bauer & Schmid, 2008). Innerhalb der Abteilung 
wurde ein Beratungszentrum für BGM eingerichtet, das Unternehmen bei der Einführung 
und Umsetzung gesundheitsförderlicher Massnahmen begleitet (www.bgm-zh.ch). Das Bera-
tungszentrum hat sich im Markt etabliert und ist zu einem bekannten Ansprechpartner für 
BGM-Beratung geworden. 
Diese tägliche Beratungsarbeit und der unmittelbare Feldzugang ermöglichen es dem Disser-
tanden einerseits, seine Studien im täglichen Geschäft der Organisationsberatung durchzufüh-
ren, was eine Chance zu erhöhter Generalisierbarkeit und Verbreitung der Forschungsergeb-
nisse darstellt. Diese Forschungsergebnisse lassen sich andererseits von der Beratung für ihre 
Arbeit valorisieren. Die Aufsätze sind wesentliche Beiträge zu einem neuen Entwicklungspro-
jekt gemeinsam mit dem Beratungszentrum, das eine Systemische BGM-Beratung und Forschung 
zum Ziel hat. In diesem Rahmen entstand auch eine MBA-Masterthesis zur Entwicklung eines 
entsprechenden systemischen Beratungsansatzes in den Betrieben (Deplazes, 2008). 
Es wird sich zeigen, ob der integrative Ansatz Früchte trägt, ob das gegenseitige Ankoppeln 
und Sichtbarmachen funktioniert und auch funktional ist, d. h. die Verbreitung von BGM 
durch Integration von Gesundheit und Management gelingt. Mit dieser Dissertation ist ein 
Referenzrahmen erstellt worden, der zunächst in einer privilegierten Forschung-Beratungs-
Zusammenarbeit im Feld angewandt wird. Die BGM-Forschung kann diesen Rahmen nutzen, 
um fokussierte Fragestellungen zu entwickeln und diese für die Beratung verständlich und 
handhabbar zu operationalisieren. Danach erfolgt der Schritt in die Betriebe, die sich einem 
gemeinsamen BGM-Diskurs stellen, kompatible (nicht identische!) Haltungen zu Gesundheit 
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und BGM entwickeln sowie einen Optimierungsprozess lancieren, der die Idee der Salutoge-
nese tatsächlich in Management-Prozessen integriert und routinisiert. Schliesslich wird sich 
aber nur aufgrund von Erfahrungswerten beurteilen lassen, ob sich mit diesem Rahmen ein 
Unterschied ergeben hat, der spür- und sichtbar ist – sowohl in der Zusammenarbeit aller 
Akteure als auch in der Nachhaltigkeit der Verbreitung von BGM und den begleitenden For-
schungserfolgen. Als Vision lässt sich der Tag beschreiben, an dem BGM als Konzept ‚über-
flüssig’ wird, da salutogene Verhältnisse für Körper und Psyche eine Selbstverständlichkeit 
sind. 
Um den transdisziplinären Forschungsansatz auch hochschulübergreifend zu stärken, ist die 
Abteilung 2006 eine enge Zusammenarbeit mit dem Zentrum für Arbeits- und Organisati-
onswissenschaften (ZOA) der ETHZ eingegangen. Die Zusammenarbeit formalisiert und 
routinisiert den fachlichen Austausch zwischen den Forschenden des ZOA und des ISPMZ, 
fördert die gemeinsame Planung und Durchführung von Studien und nutzt die entstandenen 
Synergien für die Lehre. Daraus ist diese Dissertation entstanden, und zu dieser Zusammenar-
beit soll sie im Sinne Giddens auch ihren Beitrag leisten. 
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Aufsatz 1 
Bauer, G. F. & Jenny, G. J. (2007). Gesundheit in Wirtschaft und Gesellschaft. In K. Moser 
(Hrsg.), Wirtschaftspsychologie (S. 221–243). Berlin: Springer. 
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Einstiegsworkshop zeigt Ziele und Potenzial von BGM im konkreten Unternehmen auf. 
Veränderungsbedarf wird im Rahmen einer Management- sowie einer Online-
Mitarbeitendenbefragung erhoben. Führungskräfte und Mitarbeitende interpretieren gemeinsam die 
Ergebnisse im Rahmen eines Gesundheitszirkels, setzen Prioritäten, definieren 
,-*)6-)@')-((G)+=<=(?@)![=):) und planen konkrete Massnahmen. Die Umsetzungsmodule umfassen 
die drei Bereiche Gesundheitsverhalten, Personalentwicklung und Organisationsentwicklung. Ein 
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Aufsatz 2 
Bauer, G. F., Huber, C., Jenny, G. J., Müller, F. & Hämmig, O. (2009). Socioeconomic status, 
working conditions and self-rated health in Switzerland: explaning the gradient in men and 
women. International Journal of Public Health, 54, 23–30. 
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Abstract
Objectives: Epidemiological research has confirmed the associ-
ation between socioeconomic status (SES) and health, but only 
a few studies considered working conditions in this relation-
ship. This study examined the contribution of physical and psy-
chosocial working conditions in explaining the social gradient 
in self-rated health. 
Methods: A representative sample of 10 101 employees, 5003 
women and 5098 men, from the Swiss national health survey 
2002 was used. SES was assessed according to the EGP-scheme. 
Working conditions included exposure to physical disturbanc-
es, physical strain, job insecurity, monotonous work and han-
dling simultaneous tasks. For data analysis logistic regression 
analyses were performed. 
Results: Data show a social gradient for self-rated health (SRH) 
as well as for physical and psychosocial working conditions. Lo-
gistic regression analysis controlling for age, gender and level 
of employment showed both physical and psychosocial work-
ing conditions to be significant predictors of SRH. Physical and 
psychosocial working conditions such as physical disturbances 
from work environment, physical strains in doing the job, mo-
notony at work, job insecurity etc. could explain most of the 
social gradient of SRH in men and women.
Conclusion: The study confirmed the relevance of modifiable 
physical and psychosocial working conditions for reducing so-
cial inequality in health. Gender differences need to be consid-
ered in epidemiological and intervention studies.
Keywords: Socioeconomic status – Inequalities in health – Social gradient 
– Self-rated health – Physical and psychosocial working conditions.
International epidemiological research has shown the relation 
between socioeconomic status and health.1–3 Bopp & Minder 4 
could show mortality differences between educational groups 
for Swiss men and women in a representative, longitudinal 
study. Other studies from Switzerland showed that socioeco-
nomic status is significantly associated with the incidence of 
diseases or self-reported illness symptoms and disorders.5–7 
Furthermore, there are Swiss studies showing that lower so-
cioeconomic classes are more likely to get incapacitated and 
that male blue-collar workers and employees with a basic 
educational level report more back pain than others.8,9 With 
respect to gender it could be shown that the social gradient in 
health is more distinct for men, as women show smaller so-
cial inequalities in health.10–14 It is assumed that these smaller 
social inequalities in health are partially due to a different dis-
tribution of unhealthy employment status categories between 
women and men.10,15,16
Several international studies have identified various factors 
explaining socioeconomic inequalities in health,17 but only 
few of the studies considered working conditions as part of its 
explanation. It is well established that psychosocial working 
conditions explain part of the association between cardiovas-
cular risks and socioeconomic status (SES).18,19 Other studies 
examined the relationship of psychosocial working conditions 
and SES-related differences in general health status, particu-
larly looking at self-rated health.15,20–22 In epidemiological 
research, measuring self-rated health (SRH) has a long tra-
dition, being a very good predictor for future morbidity and 
mortality.23,24 Two cross-sectional studies have analyzed phys-
ical and psychosocial working conditions simultaneously as 
causes of socioeconomic inequalities in health, using SRH as 
outcome. Schrijvers et al.22 investigated 6932 working men 
and women in the Netherlands and identified physical work-
24 Int J Public Health 54 (2009) 23–30  Socioeconomic status, working conditions and self-rated health  
 © Birkhäuser Verlag, Basel, 2009 in Switzerland: explaining the gradient in men and women 
  
ing conditions and low job control as important mediators of 
the social gradient. Borell et al.15 analyzed the role of work-
ing conditions, household material standards and household 
labor with regard to the association between socioeconomic 
status and SRH in Spanish employees. They could show that 
work organization variables (i.e. job insecurity, physical and 
psychosocial hazards) contributed in large part to the explana-
tion of socioeconomic inequalities in SRH. Furthermore, their 
findings suggest differences with respect to the relationship 
between gender and work related risk factors. Other studies 
emphasize this fact by referring to a “gender-segregated labor 
market”25, as job related risk factors differ between men and 
women and thus are having a different effect on the social 
gradient in health.10,15,16,25
With respect to Switzerland, one study analyzed the effects of 
job insecurity on health, including educational level as a mod-
erator.26 Based on a random sample of the Swiss population 
the study suggested that higher-educated employees had more 
difficulties in coping with job insecurity than lower-educated 
employees.
Regarding socioeconomic status and health there is still a lim-
ited scope of research with respect to the influence of work-
ing conditions on this relationship. Thus, the present study 
aimed to examine the association between different physical 
and psychosocial working conditions and the social gradient 
in self-rated health for employees in Switzerland, using rep-
resentative data of the Swiss Health Survey. The following 
research questions were addressed:
1.  How is SES related to SRH in a representative sample of 
Swiss employees?
2.  How are physical and psychosocial working conditions 
(e.g. exposure to physical disturbances, physical strain, job 
insecurity, monotonous work) related to SES and to SRH?
3.  To what extent can physical and psychosocial working 
conditions explain the social gradient of SRH?
4.  Do physical and psychosocial working conditions differ-
ently account for the explanation of the social gradient in 
SRH for both women and men? 
Methods
The data originated from the Swiss Health Survey, which is 
carried out in five-year-intervals since 1992. For the present 
analysis the latest wave from 2002 was used. A representative 
sample of 19 706 inhabitants were interviewed by telephone 
(CATI), of which 16 141 additionally responded to a mailed 
questionnaire. A total of 11 795 were employed, whereof 
1694 were self-employed and thus excluded from analysis, 
resulting in a final sample size of 10 101 participants. Gender 
was almost equally distributed, yielding a sample of 5003 fe-
male and 5098 male participants.
Socioeconomic status (SES)
SES was operationalized according to the Erikson, Goldthorpe 
and Portocarero (EGP) scheme.28 It included the employee’s 
position and responsibility at work as well as educational 
level. For analysis, the 10 original classes were recoded into 5 
classes: Class I included higher-grade professionals, Class II 
lower-grade professionals, administrators and officials, Class 
III routine non-manual employees in administration and com-
merce, Class IV skilled manual workers, Class V semi- and 
unskilled manual workers and agricultural workers. This re-
coding yielded the following distribution of the study sample: 
9.7 % Class I (N = 979), 33.9 % Class II (N = 3420), 26.7 % 
Class III (N = 2700), 15.6 % Class IV (N = 1577), and 14.1 % 
Class V (N = 1425).
Self-rated health (SRH)
SRH was measured with a single Likert-item (How do you 
rate your health in general?) on a 5-point scale ranging from 
very good to very poor. For descriptive and logistic regression 
analysis, SRH was dichotomized into (very) good SRH and 
less than good SRH. 
Working conditions: Items from the Swiss Health Survey se-
lected as valid indicators for a national monitoring on „Work 
and health in Switzerland“ were used for analysis.20 Physi-
cal working conditions were assessed with items for physical 
strain and exposure to physical disturbances. Physical strain 
was measured with a single question (Which of the following 
4 specifications is correct to describe your physical activity at 
work?), with a forced choice between mostly sedentary work, a 
lot of walking, climbing stairs/transporting things and carrying 
heavy loads. Exposure to physical disturbances was assessed 
with a multiple-choice list of 14 dichotomized items (yes/no). 
All single disturbances were added to a sum score. For analy-
sis, the sum score was recoded into four categories (no distur-
bances, 1–2 disturbances, 3–4 disturbances, > 4 disturbances). 
Psychosocial working conditions comprised measures con-
cerning monotonous work, handling simultaneous and new 
tasks, and job insecurity. These three items were part of a 
dichotomous multiple-choice list (yes/no) of items on work 
characteristics. Job insecurity was assessed with a single Lik-
ert-item (Do you have fear of losing your current job?) on a 
four-point scale: yes – strongly, rather yes, no, rather not, no 
– not at all. For both descriptive and multivariate analysis, 
these categories were recoded into three groups: fear, rather 
no fear, no fear. 
Level of employment and demographic variables: All analy-
ses in this study were adjusted for age, gender and employ-
Socioeconomic status, working conditions and self-rated health  Int J Public Health 54 (2009) 23–30 25
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ment. Age was recoded into three categories: 20–34 years, 
35–49 years and 50–64 years. Level of employment (< 50 %, 
50–99 %, 100 %) is an indicator for time of exposure with re-
spect to working conditions and was added to the analysis to 
control for differences between full-time and part-time em-
ployees. 
Statistical analyses
In a first step tables of frequencies stratified by socioeconom-
ic classes were computed to analyze the gradient of different 
working conditions and SRH with respect to SES. In a second 
step multivariate logistic regression analyses were performed 
and adjusted odds ratios (OR) were calculated to examine the 
association between less than good SRH and SES. The first 
model examined the influence of SES on SRH only. Subse-
quently, separate models including physical working condi-
tions (model 2) and psychosocial working conditions (model 
3) were computed. Model 4 included both psychosocial and 
physical working conditions. For models 5 to 8 separate anal-
yses for men and women were performed, based on models 
1 and 4. All models were adjusted for level of employment 
and age, whereas models 1 to 4 additionally were adjusted 
for gender. 
Results
The descriptive analysis showed that both SRH and work-
ing conditions were related to SES as expected (Tab. 1). The 
proportion of employees with (very) good SRH slightly in-
creased for higher SES, whereas strong exposure to physical 
disturbances, physical strain, job insecurity, and monotonous 
work tend to decrease for higher SES. Only handling simulta-
neous and new tasks increased with SES. Additionally, seden-
tary work increased for higher SES, as in Class V only 16.1 % 
compared to 69.8 % in Class I had jobs with mostly sedentary 
work.
As a preliminary step for the logistic regression analyses, cor-
relations between job-specific variables were computed (Tab. 
2). As can be seen in Table 2 almost all of the job-specific 
variables are significantly correlated. However, only for two 
of these correlations the coefficient was greater than .2.
Multivariate logistic regression analyses showed how and to 
what extent the social gradient in SRH is weakening by intro-
ducing physical and psychosocial working conditions step by 
step in the analysis.
Model 1: According to the base model (Tab. 3), SRH was 
significantly associated with SES (adjusted for age, gender, 
and level of employment). Employees of Class V had a 168 %, 
Class IV a 135 % and Class III and II an 87 % higher risk of 
having less than good SRH than employees of Class I. Em-
ployees of Class II did not significantly differ from Class III 
employees with respect to less than good SRH.
Model 2: Compared to unexposed employees, the adjusted 
odds ratios regarding less than good SRH were aOR = 1.77 
for employees with exposure to 3–4 physical disturbances 
and aOR = 2.45 for employees with exposure to > 4 distur-
bances (Tab. 3). Carrying heavy loads enhanced the risk 
for less than good SRH by 42 % compared to employees 
doing mostly sedentary work. Taken together, physical 
disturbances and physical strain explained a large part of 
the social gradient in SRH. Regarding SRH, only Class I 
employees still significantly differed from the other em-
ployees. 
Model 3: Handling simultaneous tasks or new tasks was not 
related to SRH. However, both job insecurity and monoto-
nous work highly increased the risk for less than good SRH 
(Tab. 3). Job insecurity (fear of losing the job) almost dou-
bled (aOR = 1.85) the risk for having less than good SRH 
compared to employees not fearing to loose their job. The 
inclusion of these two psychosocial working conditions did 
not have the same effect on the social gradient as physical 
working conditions had in model 2, as there are mixed results 
with respect to SRH for SES classes. 
Table 2. Correlation matrix for job-specific variables.
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*p < 0.05 level (2-tailed); ** p < 0.01 (2-tailed). Data source SGB 2002
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Model 4: This model examined the combined contribution 
of both physical and psychosocial working conditions (Tab. 
3). The adjusted odds ratios for physical and psychosocial 
working conditions added in model 2, respectively in model 3 
mostly remained stable. The inclusion of both kinds of work-
ing conditions resulted in a substantial reduction of the social 
gradient in SRH. 
With respect to the adjusted demographic variables, model 1–4 
showed significant differences (not shown in Tab. 3). In com-
parison to men, women faced a higher risk of less than good 
SRH (aOR = 1.31). Concerning age, 20–34 year (aOR = .50) 
and 35–49 year (aOR = .57) old employees had a reduced risk 
for having less than good SRH compared to 50–64 year old 
employees. Throughout all four models, employees working 
part-time between 50 and 99 % were at greater risk for less than 
good SRH compared to full-time employees (aOR = 1.36).
Models 5 to 8: Differentiated models confirmed for both gen-
ders the main finding of the social gradient in SRH being ex-
Table 3. Adjusted Odds Ratios and confidence interval (95 %) for “less than good self-rated health (SRH)” by socio-economic status and working 
conditions, adjusted for age, gender and employment (models 1 to 4).
Model 1 Model 2 Model 3 Model 4
OR 95 %–CI OR 95 %–CI OR 95 %–CI OR 95 %–CI
Socio-economic status  
Class I 1.00 1.00 1.00 1.00
Class II 1.87** 1.36–2.56 1.49* 1.06–2.10 1.69** 1.20–2.38 1.55* 1.09–2.19
Class III 1.87** 1.35–2.59 1.48* 1.04–2.11 1.58* 1.10–2.25 1.40 0.92–2.02
Class IV 2.35** 1.67–3.29 1.59* 1.08–2.35 2.09** 1.43–3.05 1.51* 1.01–2.26
Class V 2.68** 1.92–3.75 1.60* 1.08–2.38 1.99** 1.35–2.93 1.50 0.99–2.27
Physical working conditions
Exposure to phys. 
disturbances
No disturbance 1.00 1.00
1–2 dist. 1.14 0.90–1.43 1.08 0.85–1.37
3–4 dist. 1.77** 1.38–2.29 1.64** 1.26–2.15
> 4 dist. 2.45** 1.81–3.31 2.21** 1.61–3.04
Physical strain
Sedentary work 1.00 1.00
Walking 1.13 0.93–1.37 1.12 0.92–1.37
Climbing stairs 0.94 0.72–1.21 0.93 0.71–1.21
Heavy loads 1.42* 1.05–1.92 1.49* 1.09–2.05
Psychosocial working 
conditions
Job insecurity (fear of 
losing  
job)
Fear 1.85** 1.46–2.36 1.69** 1.31–2.16
Rather No fear 1.25* 1.04–1.49 1.21* 1.01–1.46
No fear 1.00 1.00
Monotonous work




Yes 1.08 0.91–1.29 1.07 0.89–1.28
No 1.00 1.00
Handling new tasks
Yes 0.97 0.81–1.15 0.92 0.77–1.11
No 1.00 1.00
*p < 0.05; **p < 0.01.
Data source: SGB 2002
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plained to a large extent by physical and psychosocial work-
ing conditions. In men as well as in women, adjusted odds 
ratios for socioeconomic classes II to V (in comparison with 
class I) were significantly reduced when introducing physi-
cal and psychosocial working conditions into the model. In 
women effect of class affiliation not even remained signifi-
cant, whereas in men employees affiliated to classes II to IV 
compared to those in Class I still had a significant higher risk 
of having moderate or (very) poor SRH. For men and women, 
the “dose-response” relationship of class affiliation and SRH 
(that is the social gradient in SRH) totally disappeared. 
Additionally, separate analyses for women and men (Tab. 4) 
showed remarkable gender differences concerning work-re-
lated determinants of SRH. Significant effects of exposure to 
accumulated physical disturbances (> 4) and SRH for both 
gender were found, but with a larger effect for women than 
for men (aOR = 2.69 vs. aOR = 1.77). For men, carrying 
heavy loads (aOR = 1.67) and monotonous work (aOR = 1.63) 
Table 4. Adjusted Odds Ratios and confidence interval (95 %) for “less than good self-rated health (SRH)” by socio-economic status and working 
conditions, adjusted for age, gender and employment (models 1 to 4).
Model 5 (Women) Model 6 (Men) Model 7 (Women) Model 8 (Men)
OR 95 %–CI OR 95 %–CI OR 95 %–CI OR 95 %–CI
Socio-economic status  
Class I 1.00 1.00 1.00 1.00
Class II 1.66* 1.01–2.71 1.96** 1.29–2.97 1.47 0.85–2.54 1.59* 1.00–2.54
Class III 1.57 0.96–2.56 2.27** 1.44–3.60 1.20 0.69–2.08 1.92* 1.14–3.22
Class IV 1.89* 1.05–3.39 2.77** 1.81–4.23 1.31 0.64–2.66 1.74* 1.03–2.93
Class V 2.42** 1.43–4.09 2.88** 1.85–4.47 1.58 0.84–2.96 1.41 0.80–2.48
Physical working conditions
Exposure to phys. 
disturbances
No disturbance 1.00 1.00
1–2 dist. 1.17 0.86–1.59 0.90 0.61–1.33
3–4 dist. 1.64** 1.15–2.35 1.51* 1.00–2.27
> 4 dist. 2.69** 1.73–4.18 1.77** 1.11–2.83
Physical strain
Sedentary work 1.00 1.00
Walking 1.20 0.93–1.55 1.02 0.74–1.41
Climbing stairs 0.95 0.67–1.36 0.90 0.58–1.36
Heavy loads 1.23 0.67–2.25 1.67* 1.11–2.53
Psychosocial working 
conditions
Job insecurity (fear of 
losing job)
Fear 2.09** 1.49–2.93 1.29 0.88–1.87
Rather No fear 1.34* 1.05–1.72 1.10 0.84–1.45
No fear 1.00 1.00
Monotonous work




Yes 1.08 0.84–1.38 1.02 0.77–1.34
No 1.00 1.00
Handling new tasks
Yes 0.91 0.71–1.15 0.96 0.73–1.28
No 1.00 1.00
*p < 0.05; **p < 0.01.
Data source: SGB 2002
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were further associated with less than good SRH, whereas for 
women, job insecurity (fear of losing the job) had a significant 
negative effect on SRH (aOR = 2.09). Concerning the social 
gradient in SRH, the inclusion of all working conditions vari-
ables resulted in a reduction of the social gradient in SRH, for 
both men and women. 
Discussion 
The central concern of this study was to identify the role of 
working conditions with regard to health inequalities, partic-
ularly in the relationship of socioeconomic status (SES) and 
self-rated health (SRH). Addressing the first two research 
questions, descriptive analysis ascertained the social gradi-
ent in SRH as well as for physical and psychosocial work-
ing conditions, confirming findings by Kristensen et al. 21 As 
could be seen in the correlation matrix there are associations 
between almost all of the job-specific variables. However, 
the common variance for these variables only varies between 
0 to 10 %. The subsequent logistic regressions analyses ad-
justed for age, gender, and employment could show that SES 
was clearly associated with SRH: lower socioeconomic sta-
tus was mostly associated with a higher risk for less than 
good SRH. 
With respect to the association between working conditions 
and SRH, the study showed that both physical and psycho-
social work demands independently predicted reduced SRH. 
Regarding the two psychosocial working conditions, handling 
simultaneous or handling new tasks, no association could be 
found with SRH. Probably, these factors do not only imply 
high job demands but also high job resources such as task 
variety. Furthermore, handling simultaneous and new tasks 
requires a certain level of job control. Job-related resources 
such as job control or contractual reciprocity have shown to 
be important health protectors.17
Regarding the third research question, it could be shown that 
physical and psychosocial working conditions explained to 
a large extent the social gradient in self-rated health in the 
present study sample. These findings are consistent with 
Schrijvers et al.,22 who demonstrated that a substantial part 
of the association between occupational class and SRH could 
be explained by physical working conditions and job control. 
Additionally, Borell et al.15 could show that work organization 
variables such as physical and psychosocial hazards and job 
insecurity contributed to the explanation of socioeconomic 
inequalities. Furthermore, Borg and Kristensen20 could show, 
that almost two thirds of the social gradient with regard to 
worsening of SRH could be explained by the work environ-
ment and life style factors. The little explanatory power of 
psychosocial demands in the present study probably can be 
explained by the lack of measures on job control as a strong 
predictor of health at work. 
Regarding the fourth research question, no differences be-
tween men and women could be found in terms of explaining 
or reducing the social gradient in SRH while physical and 
psychosocial working conditions were included in the logis-
tic regression models. Unless it turned out that in men un-
like in women the effect of affiliation to a lower class (II–IV) 
still remained significant as a risk factor for SRH. However, 
except for physical disturbances, different sub-dimensions of 
the mentioned working conditions were associated with re-
duced SRH for both gender. This emphasizes the importance 
of performing separate, gender-specific analyses in future 
work-related studies, as suggested by aforementioned stud-
ies.14,15,22 
However the study had some methodological limitations. 
Self-rated health (SRH) as dependent variable is a rather un-
specific indicator of health. On the other hand, other studies 
could show that SRH is a good predictor for future morbidity 
and mortality.23,24 Furthermore, the use of cross-sectional data 
in this study limits causal conclusions, which can be over-
come by future longitudinal studies. Finally, the measures for 
working conditions in the Swiss Health Survey are limited in 
scope and methodology.27 Nevertheless, they still substantial-
ly explain the SES gradient of SRH and the study could show 
a social gradient for both SRH and working conditions, which 
is consistent with other international studies.15,20,22
In conclusion, the study operated with representative data, 
making the results generalizable to the entire Swiss work-
ing population and thus offering an important contribution 
to work related health research in Switzerland. Overall, the 
study confirmed the relevance of modifiable physical and psy-
chosocial working conditions for explaining the social gradi-
ent of self-rated health (SRH). Improving working conditions 
in low SES groups has a high potential for reducing the social 
gradient of health and for producing a large health gain in the 
overall working population. Improving psychosocial work-
ing conditions has shown to enhance business performance as 
well,29 making e.g. comprehensive worksite health promotion 
simultaneously a health and productivity initiative. Future 
studies should especially address the gender issue regarding 
physical and psychosocial working conditions in the relation-
ship of socioeconomic status and self-rated health.
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DEVELOPMENT, IMPLEMENTATION AND 
DISSEMINATION OF OCCUPATIONAL HEALTH 
MANAGEMENT (OHM):
PUTTING SALUTOGENESIS INTO PRACTICE.
GEORG BAUER AND GREGOR JENNY
Introduction
The professional field of occupational health psychology (OHP) refers to 
several systems of knowledge and practice; the discipline draws knowledge from 
the sciences of public health, psychology and medicine – we might add sociology 
and business economics – and merges two systems of practice: Management 
(organisational behaviour, organisational development and human resource 
management) and Health and Safety (human factors and ergonomics, worksite 
wellness and employee assistance) (Adkins, 1999). 
Considering the presumable perception of OHP by its target group – the 
business companies – the term occupational health psychology implies that OHP is 
a specialist division of psychology and an area of professional practice. Given the 
small number of such specialists and the limited financial resources of companies 
to engage them, OHP could face difficulties disseminating its rich knowledge 
and practical experience to its own target group. Yet, empirical data show that 
work-related determinants of health explain much of the health inequalities 
in the working population, pointing to the active and broad dissemination of 
occupational health interventions as a much needed public health strategy.
A further practical challenge to the field of occupational health research and 
practice is the fast changing nature of the working environment and its increasing 
complexity, manifesting itself in multifactorial causes, intertwined causal 
relationships and multidimensional outcomes of occupational health issues. This 
volatile and complex situation limits the approach of developing expert solutions 
sequentially for independent, single problems, as traditionally suggested for 
occupational health research (Goldenhar et al., 2001). 
Thus, from a public health perspective, an occupational health approach is 
needed that has a high potential for dissemination and sustainable effectiveness 
in companies. It should aim at building capacities of organisations, empowering 
them to adapt to and continuously solve emerging health problems largely 
independent from the support of external OHP consultants and other occupational 
health specialists. 
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Conceptually, this chapter suggests the integration of the interdisciplinary 
OHP approach into on-going organisational management practices, indicating 
that occupational health should become the field of action and responsibility of 
organisations themselves. We propose the term Occupational Health Management 
(OHM) for this perspective, distinctly making it a key management issue: 
OHM is the continuous participatory analysis and optimisation of organisational 
structures and processes that have a direct or indirect impact on the health of employees 
and thus influence the organisation’s business outcomes.
We advocate Salutogenesis as the theoretical basis for this OHM approach. 
Salutogenesis has become a leading concept in new public health and particularly 
in the health promotion field (Rootman et al., 2001), but has been adopted little 
by OHP (e.g. Tetrick & Quick, 2002) or work and organisational psychology 
(e.g. Udris, 2006; Ducki, 2000). Traditional health and safety approaches focus 
on reducing risk factors and disease outcomes, whereas salutogenic OHM 
complements this pathogenic perspective by developing resources that strengthen 
the organization’s members to manage the multiple demands and challenges of 
their working environment and to develop positive health.
This chapter aims to provide a conceptual basis for OHM research and 
practice. First, we will outline a general Health Development Model (HDM), 
focussing particularly on the concepts of salutogenesis, positive health and sense 
of coherence as normative concerns of OHM. Next, the overall goal of OHM – 
achieving a public health impact – is explicated and the RE-AIM criteria (Glasgow 
et al., 2003) for evaluating its achievement are introduced. The Transdisciplinary 
research-practice approach is presented as a way of developing stakeholder-
oriented interventions with a high potential of meeting the RE-AIM criteria and 
enhancing public health impact.
Subsequent to these general theoretical premises, we draft a Systemic-
salutogenic OHM model. This model is operationalised in form of an empirically 
tested, practical toolbox for salutogenic OHM implementation. Originally, the 
toolbox was designed for small and medium enterprises, but has been adopted 
by large companies too. A preliminary assessment of its potential public health 
impact is given by applying the RE-AIM criteria. 
Finally, following the diffusion of innovations approach (Rogers, 1983), we 
try to demonstrate how OHM could be disseminated actively in the corporate 
world, establishing OHM broadly and sustainably in organisations of diverse 
sizes and industrial branches. This last section builds on a preliminary study 
on disseminating OHM that is based on models of individual behaviour change 
adapted to the organisational level – completing our efforts to put salutogenesis 
into practice by OHM.
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Theoretical background: Salutogenesis and positive health
Health development model
The Ottawa-Charta for Health Promotion (1986) of the WHO captured 
leading concepts for health researchers and health promotion practitioners. The 
charta accentuates that “health is a positive concept emphasizing social and 
personal resources, as well as physical capacities” and that “health promotion 
is the process of enabling people to increase control over, and to improve, their 
health”. These foci – positive health, resources and empowering health promotion 
– are merged in the Health Development Model (HDM), which was developed 
in the context of the European Health Promotion Indicators (EUHPID) project 
(Bauer et al., 2006). The HDM serves as superordinate frame for the following 
chapters on OHM (fig. 1).
In the HDM’s centre are the interplaying physical, mental and social 
dimensions of an individual’s health status and its individual determinants of 
health. E.g. regular physical activity may positively influence mental well-being, 
physical fitness and social contentment. Individual determinants of health not 
only comprise health behaviour like physical activity, but also coping skills, 
educational capacities, personality traits, age, gender and genetic dispositions. 
Further, the individual’s health is influenced by interactions with other 
individuals and with environmental determinants of health. These comprise living 
and working conditions, economic factors and access to health services.
Figure 1: Health Development Model (HDM) (Bauer et al., 2006)
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Individuals sustain and develop their health every day in continuous 
interaction with their environment and within themselves (Udris, 2006). This on-
going dynamic health development process can be analysed from a pathogenic 
perspective, tracing the effects of risk factors, stresses and strains on the 
emergence of ill health. On the other side, the salutogenic perspective explores 
how individual and environmental resources impact a person’s positive health 
(e.g. well-being, physical fitness). For theories and causal models on determinants 
of health we refer to Glanz et al. (1997) or Faltermaier (2005).
Simultaneously, the HDM illustrates possible intervention strategies to 
influence health development. Health protection and prevention focus on risk 
factors, to reduce the likelihood of specific diseases such as musculoskeletal 
disorders or cardiovascular diseases. Health care comes into play after the onset 
of a disease. Health promotion aims at strengthening individual and environmental 
resources to develop positive health.
Applying this model to the work environment, OHM constitutes a combination 
of all these approaches, including occupational medicine, statutory health and 
safety practices, and voluntary promotion of salutogenic resources.
Positive health
Positive health has become a magnetising concept in health development 
and research. For the operationalisation of health, we refer to the 3x3-matrix 
proposed by Faltermaier (2005), consisting of Condition, Potential and Degree 
of dysfunction – each physical, mental and social. Laying emphasis on “positive 
health” means focussing on (positive) conditions and potentials.
• Condition: Well-being and strength – e.g. physical well-being, mental 
well-being (happiness, joy), social well-being (harmony, embeddedness in 
satisfactory relationships) 
• Potential: Capacity to act and perform – e.g. physical fitness, mental 
performance, fulfilling of social roles (workplace, family, community) 
• Degree of dysfunction: Disorders, pains, problems and diseases – e.g. 
diagnosed disease, physical and mental disorders, impairment of social 
functioning.
Health – in reference to Antonovsky (1979) – is essentially a continuum 
from maximal to minimal health, whereby the dimensions of the matrix can have 
very different “values”: Somebody may be physically heavily impaired, but still 
express a pronounced enjoyment of life and mental performance as well as fulfil 
various social roles. 
This trend to research on positive health is paralleled by a trend to positive 
psychology in general as well as in occupational health psychology (e.g. Nelson 
& Simmons, 2002; Tetrick & Quick, 2002).
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Salutogenesis and sense of coherence
As a mirror perspective to pathogenesis, salutogenesis addresses the question: 
What keeps people healthy, despite all the detrimental physical, mental and social 
risk factors? Antonovsky (1979) drew a model of salutogenesis, pointing out 
resources that facilitate coping with stressors and promote health. In our context, 
individual resources (table 1) as well as resources in the working environment 
are of key interest.
 
Resources Examples
personal-mental health literacy, optimism, coping strategies, self-efficacy
social-interpersonal support, networks
physical-constitutional immune system, stability of the cardiovascular system
socio-cultural religious/philosophical beliefs
material income, commodities
Table 1: Individual resources (Faltermaier, 2005)
As an important moderator between resources and coping with stressors 
resp. demanding events or situations, Antonovsky (1987) developed the Sense of 
Coherence (SoC), a construct consisting of three factors:
• Comprehensibility: Do I understand what’s happening to me and my 
environment? Is my world structured, explicable, and to a certain degree 
predictable, or is it chaotic and incomprehensible? 
• Manageability: Do I have influence on what happens? Can I influence my 
environment or am I surrendered to it? Do I have resources to cope with 
demands and stressors?
• Meaningfulness: Do I see a meaning in what’s happening around me? Is it 
worthwhile to engage myself and participate in it?
It is hypothesised that SoC has an influence on the perception and appraisal 
of potential stressors. Individuals with a high SoC appraise fewer demands as 
stressors, they are more flexible in choosing from their resources, react more 
confidently and determined to a problem and evaluate the success of their action 
more adequately (Faltermaier, 2005; Bengel et al., 1998). 
SoC was introduced by Antonovsky as a global, unspecific life-orientation. SoC 
develops within a persons experiences and (inter-)actions he/she makes during the first 
decades of his/her life, resulting in a more or less pronounced sense that life’s stimuli 
are comprehensible, manageable and meaningful. SoC has been conceptualised 
primarily as a personality trait; i.e. a meta-construct expressing meaning and 
(self-)control, a system of belief and cognitive-emotional processing patterns 
that is habitual but still subject to personal growth and environmental influences. 
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Originally, not much intra-individual variance is expected after reaching 
a certain age, except for a temporary collapse following critical, major life 
events like severe illness or death of partners. Based on the observation that 
hospitalisation temporarily destroys a person’s SoC, researchers in the hospital 
setting introduced a situational sense of coherence (sSoC), reflecting a present, 
specific orientation towards the stimuli of a temporary environment (Artinian, 
1997). Beyond specific life events, Antonovsky and Sourani (1988) discussed 
the relationship between global and family-specific SoC, considering that both 
should be studied separately. Gräser (2003) adapted SoC to the university setting, 
assessing to what extent its staff perceived their working situation as coherent.
Sense of coherence in OHM
The most important psychosocial resources in the working environment have 
been identified and classified diversely by various researchers (e.g. Udris & Frese, 
1999; Nelson & Simmons, 2002; Schabraq, 2003; Whittington et al., 2003; Ulich 
& Wülser, 2004; Zapf & Semmer, 2004). Udris (2006) categorises these work-
related key resources newly according to their assumed impact on global SoC: 
Psychosocial resources in the working environment Sense of Coherence
Transparency
















Table 2: Assumed influence of psychosocial resources in the working environment on the sense of 
coherence
Numerous studies have empirically examined the relationship between 
various working conditions and global SoC (Eriksson, 2007). However, given 
the relative stability of global SoC, this area of research seems to be of less 
immediate relevance to OHM intervention research.
In the context of salutogenic OHM, it seems conceptually more compelling to 
translate the three dimensions of global SoC to the work domain: Work-related SoC, 
in short Work-SoC, is viewed as being the depiction of organisational structures 
and processes on the individual level, assessing how individuals perceive their 
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working situation as comprehensible, manageable and meaningful. Work-Life-
Balance (WLB) research has demonstrated close interactions between work and 
private life in predicting health outcomes (e.g. Jones et al., 2006; Hämmig & 
Bauer, submitted). Thus, we propose to simultaneously explore work-related and 
private-life-related SoC, covering two distinct but interrelated life domains. We 
assume that Work-SoC varies in an individual’s lifetime, e.g. due to changes in 
the working environment, job qualification, job loss or job insecurity.
Work-SoC is conceptualised as a transactional concept, i.e. the experiences a 
person has collected in his/her lifetime as an employee interplay with the current 
perceptions of the characteristics of his/her present workplace. Correspondingly, 
Gräser (2003) showed that work-related SoC was distributed normally in a 
sample of University staff, ranging from individuals with very low perception 
of coherence regarding their workplace to individuals with very high perception 
of coherence. The same temporal and transactional nature is assumed for SoC 
related to private life.
The interplay between Work- and Private-Life-SoC opens a variety of 
interesting WLB and occupational health research questions, as well as research 
questions on how both develop over the life course and are related to global SoC.
Figure 2: Global and situational SoC
226
Currently, we are designing a study to examine whether Work-SoC might be 
a good indicator for the overall quality of working life. We expect that a working 
environment perceived as comprehensible, manageable and meaningful proves to 
be health promoting, i.e. enhancing confidence and determination considering the 
demands of working life, improving the way of coping with potential stressors, 
and strengthening the identity of oneself as a working person and valued member 
of society.
Further, we are in the process of developing an instrument to assess change-
specific SoC. Since OHM interventions might differentially affect various 
stakeholders in companies (e.g. top management, middle management, full-
time and part-time staff) we suggest to assess if OHM-related change is being 
perceived as comprehensible, manageable and meaningful by these subgroups. We 
hypothesise that change-related SoC is a useful indicator of the salutogenic quality 
of OHM interventions. Such an indicator could help to improve interventions and 
help to explain success or failure of OHM interventions regarding desired health 
outcomes.
Public health impact and transdisciplinary research approach
Motive for OHM: Social gradient in health
Work and organisational psychology pursues the normative goal of work 
humanisation, whereas OHP aims more specifically at health at work and public 
health seeks to improve health in the general population. Moving beyond health 
as general normative aim, research building on epidemiological data tells us 
how health is distributed in various sub-populations and what factors explain 
differences in health status. 
A consistent epidemiological finding across diverse countries is a staggering 
social gradient in health, i.e. a strong positive correlation between socio-economic 
status of a person and his or her health: The socio-economically better off are also 
healthier (Marmot, 2005). Even in highly developed countries, these differences 
have increased over the last decades, making it a key policy issue not only for the 
WHO (WHO working group on social determinants of health), but also for the 
EU, declaring the reduction of health inequalities as an overall aim of its public 
health action program. 
This health gap may be illustrated by the following examples: 
• In Switzerland, a country with one of the highest life expectancies 
worldwide, overall life expectancy differs by 7 years between lowest and 
highest socio-economic status (SES) (Spoerri et al., 2006). 
• In Germany, for all levels of age, there’s a 100% increased morbidity and 
mortality risk between the 1st and 5th SES-quintile (Mielck, 2000). 
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• US-Americans with low SES have the same prevalence of chronic diseases 
at the age of 45 compared to people with high SES at the age of 75 
(Rosenbrock, 2005). 
• The risk of loosing workability before the retirement age of 65 is 10 times 
higher for unqualified Swiss employees than for academics (Gubéron & 
Usel, 1998). 
• The chance of reaching retirement age of 65 in good health is 58% for 
Swiss construction workers compared to 88% for academics (Gubéron & 
Usel, 1998).
These points indicate that health inequalities are (at least partly) due to 
inequalities in working conditions. It can be demonstrated that the social gradient 
in health is paralleled by a social gradient in working conditions, i.e. workers with 
lower SES face poorer working conditions (Kristensen et al., 2002; Bauer et al., 
submitted). Even for cardiovascular diseases (including myocardial infarction), 
psychosocial working conditions explain a major part of differences by SES 
(Marmot et al., 2002).
Based on these findings, OHM improving poor working conditions has the 
potential to reduce social inequalities in health and have a substantial public 
health impact.
Aim of OHM: Public health impact
Given the social gradient of health described above, the major objective of 
public health is to reduce social inequalities in health and to increase overall 
health of the population at the same time. In order to achieve such a positive 
public health impact, an intervention needs to meet several criteria, defined by 
the RE-AIM framework (Glasgow et al., 2003): 
Dimension Level
Adoption: Participation rate and representativeness of settings Setting/Organization
Reach: Participation rate and representativeness of these participants Individual
Implementation: Level and consistency of delivery across program 
components and different staff members
Setting/Organization




At individual level: long-term effectiveness 
At setting level: sustainability and adoption of program
Individual/Setting
Table 3: RE-AIM criteria for achieving a high public health impact (Glasgow et al., 2003; www.
re-aim.org)
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Traditionally, intervention research in occupational health and other public 
health fields focuses on developing and testing efficacious interventions. However, 
the framework emphasises that beyond efficacy the public health impact achieved 
by interventions depends on additional key factors: Interventions need to be 
designed in such a way that they become adopted by target organisations (here: 
companies), reach as many individuals as possible (here: employees), can be 
fully implemented under real life conditions and that effects are maintained over 
a long period of time. 
A review of 24 traditional worksite health promotion (WHP) studies (Bull 
et al., 2003) showed that only 25% of the studies reported the adoption rate of 
WHP programs on a setting level, 12.5% reported the degree of implementation 
(treatment time) and 4% of the studies reported the maintenance of the program 
on an individual or organisational level beyond 6 months after intervention. 
Although most of the studies showed short term effectiveness of the WHP 
intervention, lack of addressing the other RE-AIM criteria prevented assessing 
the quality of the intervention regarding achieving a public health impact. Finally, 
only 6 out of 24 studies (25%) reported if the participants were representative for 
the working population, the other 75% leaving it open if the intervention reached 
less healthy employees too. Other reviews showed that participation in WHP 
programs addressing individual behaviour change is higher for well-educated and 
healthy employees – paradoxically rather increasing than decreasing inequalities 
in health. 
Transdisciplinary research approach
Based on several literature reviews, Glasgow et al. (2003) concluded that 
intervention research often develops highly efficacious intervention programs 
under highly controlled conditions, which then find limited dissemination because 
little attention was paid to the external generalisability and the dissemination 
potential of the intervention. 
This calls for new intervention research approaches that produce high impact 
intervention programs. Repeatedly, participatory action research has been 
recommended as an ideal approach (e.g. Whitehead et al., 2003; Minkler et al., 
2002): Problem analysis and solution is jointly developed by the target group 
and researchers, leading to scientifically based, practical solutions. Participatory 
action research builds capacities in both researchers and the target group for future 
problem solving, but the limitation of this empowering research approach is that it 
pays little attention to the dissemination of interventions beyond the proximately 
involved partners. Here, market research (Maibach et al., 2006) recommends to 
consider potential multipliers of the product as well. 
Presently, the transdisciplinary research approach stemming from ecological 
research seems to be most promising to produce high impact intervention programs 
(Bergmann et al., 2005). This approach takes up current, societal issues and seeks 
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to produce scientifically based, practical solutions, involving all needed scientific 
disciplines and stakeholders into a participatory problem solving cycle.  
Considering the OHM context and the RE-AIM criteria for achieving a public 
health impact, the transdisciplinary research approach requires to include the target 
system (companies), the intervention system (OHM providers and disseminators), 
and the research system (OHM disciplines) in the development of OHM projects. 
Beyond producing scientific evidence and efficacious interventions, the aims of 
such a transdisciplinary research approach include:
• To obtain interventions which are likely to be adopted, implemented 
and maintained by organisations and reach as many of its members as 
possible.
• To build capacity of involved partners for future problem solving 
(research and target system) as well as for future OHM implementation 
and dissemination (intervention system). Capacity building is defined 
as an “approach to the development of sustainable skills, organisational 
structures, resources and commitment to health improvement in health and 
other sectors” (Hawe et al., 2000).
• To identify and improve contextual factors supporting OHM implementation 
and dissemination in the future (e.g. changes in law or financial 
incentives).
To facilitate on-going transdisciplinary research, our research department 
consists of both an interdisciplinary OHM research group and a separate OHM 
consulting centre responsible for disseminating OHM in the Canton of Zurich and 
for implementing OHM in public and private companies. Through this continuous 
OHM field experience, new practical problems are identified to be addressed 
by transdisciplinary research, whereupon company partners can be recruited for 
developing new OHM intervention approaches. Due to research and teaching 
obligations of the department, knowledge transfer to managers, public health 
professionals, OHM practitioners and the scientific community is assured (see 
e.g. Ensslin et al., 2007). 
In the following three chapters, the transdisciplinary research approach of 
our department is demonstrated in relation to the development of an underlying 
conceptual OHM model as a common frame of reference for all involved 
stakeholders, and in relation to the development of a practical OHM toolbox and 
future dissemination strategies for OHM. 
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Systemic-salutogenic model of OHM
Underlying definition of OHM
The Luxembourg Declaration on Workplace Health Promotion (WHP) in the 
European Union has stated that the aim of healthy employees can be reached if 
the following guidelines are considered:
• Participation: All staff have to be involved.
• Integration: WHP has to be integrated in all important decisions and in all 
areas of organisations.
• Project management: All measures and programs have to be oriented 
to a problem-solving cycle: Needs analysis, setting priorities, planning, 
implementation, continuous control and evaluation.
• Comprehensiveness: WHP includes individual-directed and environment-
directed measures from various fields. It combines the strategy of risk 
reduction with the strategy of the development of protection factors and 
health potentials.
Regardless of this comprehensive self-definition, in practice WHP is 
mostly perceived by companies as addressing individual health behaviours 
such as smoking, exercise and nutrition, possibly completed by corresponding 
environmental changes such as exercise facilities or healthy canteen food. Thus, 
various other terminologies have been suggested for comprehensive occupational 
health interventions, stressing different aspects.
Bennett et al. (2002) propose the term comprehensive health promotion and 
disease management (CHP/DM), acknowledging the importance of addressing 
employees who already have fallen ill. Grawitch et al. (2006) propose the SHAPE-
Framework consisting of five general categories of healthy workplace practices 
identified in the literature: Work-life balance, employee growth and development, 
health and safety, recognition, employee involvement.  Occupational Health 
Psychology (OHP) emphasises designing, creating and maintaining healthy work 
environments (Quick, 1999), whereas Health and Productivity Management 
(HPM) views health and wellness as a mean to support the business mission 
(Bennett et al, 2002). 
In German speaking countries, the term corporate health management 
(“Betriebliches Gesundheitsmanagement”; Badura, 2001) more and more replaces 
the term WHP, emphasising the role of management in dealing with occupational 
health issues.
As stated in the introduction, we agree with this emphasis on the management’s 
role in occupational health. Referring to the knowledge base of occupational 
medicine and OHP, we propose the related expression Occupational Health 
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Management (OHM). Considering the four ENWHP principles mentioned above, 
we define OHM as follows:
• OHM is the continuous participatory analysis and optimisation of 
organisational structures and processes that have a direct or indirect impact 
on the health of the employees and thus influence the organisation’s business 
outcomes.
• The dialogue between all units of the organisational system is essential 
in OHM and builds the capacity for being a salutogenic, learning 
organisation.
OHM initiates processes of optimisation that follow a systematic cycle from 
analysis, planning and action to evaluation. A key element of OHM is the repeated 
collection of health relevant data through surveys and health circles. On this 
basis, OHM practices are implemented regularly and according to the diagnosed 
needs of the company.
Drafting a systemic-salutogenic model of OHM 
Building on our definition of OHM, we drafted an OHM model as a 
common frame of reference for companies, OHM practitioners and researchers 
collaborating in OHM projects. It builds on the knowledge bases of occupational 
health psychology (see introduction), but emphasises the key role of optimising 
organisational management practices for developing health at work. 
Referring to the HDM (fig 1.), OHM is an integral part of an organisational 
system that sustains and develops itself in continuous interaction with its 
environment and within itself, just like individuals. This basic idea of a self-
managing organisational system corresponds to the New Management Model 
of St. Gallen (Rüegg-Stürm, 2006), which is committed to structuration theory 
(Giddens, 1984), a systemic viewpoint, social constructivism and organisational 
ethics – in the words of the author “a systemic-constructivist management 
approach”. 
We focus on those elements relevant to health and OHM, and drafted a systemic-
salutogenic Model of OHM (fig. 3). Besides its systemic roots, the OHM model 
emphasises the salutogenic perspective: concentrating on salutogenic factors and 
practices and how to optimise them sustainably. 
The model differentiates between the target system – the organisational system 
to be improved – and the intervention system – OHM consultants providing 
outside support. 
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Figure 3: Systemic-salutogenic Model of OHM
Target system: The organisational system
The organisational system is pinned down to two interdependent elements: 
organisational form/processes and individual members of the system. Individuals 
create and sustain the organisational form/processes, and at the same time they 
are influenced by it. 
Individuals are shown intentionally as a distinct element of the model to 
emphasise that the final aim of OHM is to improve people’s health, which is 
co-generated and experienced by themselves. Although an organisation has an 
influence on many people outside as well (e.g. customers, contractors, general 
public), the model focuses on the members of the organisation. 
Organisational form consists of structures, strategies, and culture (Rüegg-
Stürm, 2006). This organisational form channels organisational processes and is 
itself continuously shaped by these processes (fig. 4; Giddens, 1984). 
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Figure 4: Intertwined form and processes
Individual form distinguishes mind, body and social being – this triad has 
already been introduced and visualised in the HDM (fig. 1), showing that health 
and health determinants are threefold. The attribute “salutogenic” means, that 
an individual (ideally) has strong mental, physical and social resources and 
good positive health. Regarding individual processes, the HDM illustrated how 
individuals develop and sustain their health in continuous interaction with their 
environment and within themselves. This is depicted in fig. 3 as salutogenic 
individual processes, e.g. successful coping with stressors, enhancing a persons 
health.
Both organisational and individual form and processes can be health damaging 
or health promoting. The OHM model selects those aspects being particularly 
relevant to the on-going salutogenic development of the organisation and of its 
members. These key factors are called salutogenic practices as they include both 
form-related and process-related aspects. E.g. personnel management consists of 
a personnel strategy, structures, culture and personnel management processes. 
Finally, salutogenic practices can be explicit or implicit, being associated to 
health directly or indirectly: 
• Explicit salutogenic practices of individuals include the purposeful conduct 
of a healthy lifestyle, paying attention to nutrition habits, fitness and stress, 
as well as a “safety style” aiming at preventing accidents at work and in 
leisure activities. 
• Implicit salutogenic practices of individuals means developing and growing 
personally and socially in a way that enhances one’s health unintentionally, 
e.g. through community activities or personal competency building. This 
category includes the building of good relationships with colleagues, 
supervisors and customers at work, as well as the own working behaviour, 
both of which are only partly determined by the individual himself.
• Explicit salutogenic practices of the organisation are all activities of an 
organisation explicitly directed at their members’ health. They include 
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traditional, individual WHP (e.g. health behaviour) and environmental 
WHP (e.g. fitness facilities), and employee assistance programs. Health 
protection and prevention practices of an organisation are mostly 
mandatory, and they are an important precondition for salutogenic practices 
in an organisational system. They comprise health and safety management 
practices (incl. ergonomic workplace design) as well as absenteeism and 
disability management, which are important secondary and tertiary forms 
of prevention. 
• Implicit salutogenic practices of the organisation address all organisational 
activities strongly relevant to health, but commonly not linked to it by 
executives and staff. OHP has identified such key organisational factors, 
which are grouped here into established management areas of organisations: 
Personnel management (e.g. issues of leadership skills, professional 
qualification, team skills, employability), organisational development (e.g. 
issues of participation opportunities, team work, job diversity), and technical 
and environmental design (e.g. design of machines and workplaces).
OHM as continuous participatory improvement is depicted at the centre of the 
model to show that it is an integral part of the organisational system. A key 
element of OHM implementation in an organisational system is primarily the 
repeated collection and processing of health relevant data through surveys and 
health circles. On this basis, OHM practices are implemented regularly and 
according to the identified needs of the company.
The targets of this continuous improvement process are mainly the implicit and 
explicit salutogenic practices of the organisation and of its members. Salutogenic 
practices can be analysed by looking at form and processes as analytical 
dimensions – assessing them with check-lists from the managers’ perspective 
and/or by employee surveys from the staff’s perspective. Survey data might be 
completed by objective work analysis in selected problem areas.
Subjective survey-based ratings could build on Work-SoC as a transactional 
concept: Work-SoC can be considered a general indicator for the salutogenic 
quality of an organisational system. As more specific indicators, the HSE’s 
Management Standards of stress described below, covering six areas of health 
promoting work design, could be taken into account.
OHM should be founded on an explicit strategy, defining it as an integral 
management practice, and supporting structures should be provided as 
recommended by the detailed quality criteria of the ENWHP (2001): A budget, clear 
responsibilities, and depending on the size of a company, an OHM representative 
or team acting as process owners and quality management agents.  
The goal of OHM is to enhance the salutogenic quality of an organisation’s 
existing structures and processes. In order to build up the capacities for becoming 
a salutogenic, learning organisation ready for continuous improvement, OHM 
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should primarily be conducted by the companies themselves, supported by 
external OHM consultants only as needed.
Intervention system: OHM implementation consulting
Depending on the status of the organisational system, implementation of 
OHM can be a profound reorganisation, introducing new structures and processes 
as well as cultural change, or it can be a focused optimisation of the system, 
possibly building on existing quality circles and optimisation processes (Rüegg-
Stürm, 2006). Particularly in the first case, support by OHM consultants is needed 
to facilitate change. As an external intervention system, they are only temporary 
agents that make the system aware of health issues and their connection to 
performance outcomes, and try to enable the organisation for OHM. 
Performance outcomes
Healthy employees working in an environment enabling and empowering 
individual capacities and well-being with salutogenic business strategies 
will enable organisational health in terms of organisational capability to act, 
innovate and perform well, fostering sustained vitality in the business market. 
Thus, individual performance and organisational performance are strongly 
interdependent. The assumption that salutogenic work design contributes to 
individual and organisational performance has been confirmed by a literature 
review of empirical studies, linking the HSE’s Management Standards of stress 
(mentioned above as possible indicators for health promoting organisations) to 
business outcomes (Bond et al., 2006):
Area of work design Business outcome
Greater control ! Better performance, objectively measured 
Better performance ratings 
Less absenteeism 
Less turnover intention
Better support ! Better performance, objectively measured 
Better performance ratings 
Less absenteeism 
Less turnover intention
Better work relationships ! Less withdrawal behaviours 
Better team performance 
Less absenteeism 
Less turnover intention
Well-designed roles ! Less work withdrawal 
Better self-rated performance 
Less turnover intention
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Greater demands ! Better performance, objectively measured (in lab studies) 
Better performance ratings (in lab studies) 
Increased absenteeism (when demands are accompanied by low 
levels of control)
More effective change 
management and com-
munication
! Better performance ratings 
Less absenteeism 
Less turnover intentions
Table 4: Areas of work design and their impact on business outcomes (Bond et al., 2006)
Through implementing OHM as a participatory optimisation practice, the 
innovation readiness of the organisational system may be enhanced, as (diverse) 
members of all levels and departments are enabled and used to participate in 
analysing the system’s salutogenic quality and immerge jointly in developing 
solutions. This procedure, a joint labour-management approach usually taking 
place in “health circles”, is aimed at tapping local, contextual knowledge, 
triggering different perspectives on organisational issues and generating new 
knowledge for problem solving.
Toolbox for OHM implementation
Background and aim
Dissemination of comprehensive OHM in small and medium sized enterprises 
(SME) in Switzerland and other European countries is limited (Meggeneder et al., 
2005). European-wide, various single OHM tools, OHM standards and models 
of good practice exist (e.g. European Network for Worksite Health Promotion, 
ENWHP). However, these tools mostly cover a limited scope of OHM issues and 
provide little integrated guidance for implementing OHM to SME. Further, few 
OHM instruments are appropriate for SME to target psychosocial determinants 
of health in their working environment.
To increase dissemination of OHM in SME, the public foundation “Health 
Promotion Switzerland” initiated and funded a three year program (2001-2004) to 
develop a web-based toolbox for OHM. This program had three objectives: 
• Develop practical OHM modules,
• Build a network of SME experienced with these modules and acting as 
models of good practice, and
• Ensure on-going dissemination of OHM by competent providers.
Relating these objectives to the transdisciplinary research approach presented 
previously, the first objective corresponds to generating procedural, practical 
knowledge for OHM implementation, whereas the second and third objectives 
relate to capacity building in the target group of SME resp. in OHM providers. 
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The project was led by our applied research department in cooperation with 
a private company offering occupational health services (see Bauer & Schmid, 
in press). Following the transdisciplinary research approach, key stakeholders 
(including representatives from various public and private OHM providers, SME 
and the ministry of economics) jointly defined the following criteria to be met 
by the OHM toolbox:
• The principles of worksite health promotion defined by the ENWHP must 
be considered: Comprehensiveness, project management, participation and 
integration (see chapter 4.1).
• Particular emphasis shall be laid on psychosocial factors, which are little 
covered by legally required health and safety systems.
• The target are SME from 30 to 250 employees, which have limited 
resources for developing own OHM instruments but sufficient resources 
for implementing comprehensive OHM.
• The toolbox should be generalisable to all economic sectors.
• The toolbox must be practical and easy to use by all companies, providing 
concrete guidelines and working materials.
• The standardised modules should be flexible enough for combination and 
adoption according to the specific needs of the company.
• Access to the toolbox must be provided by a free internet site.
Development of the toolbox
Again, considering the transdisciplinary research approach, the two leading 
organisations constituted a working group of six private and public OHM 
providers – two of which were research institutes at the same time – and a SME 
representative. During the participatory development of the toolbox, the working 
group built on the following forms of evidence: 
• Generalisable published evidence on important work-related psychosocial 
determinants of health, established OHM instruments and OHM case and 
evaluation studies.
• Practical experience of the OHM providers, regarding what works best in 
the context of SME and what is most needed. 
• Practical needs and requirements defined by the target group and the SME 
representative.
10 SMEs in the German and French speaking part of Switzerland were recruited 
as pilot companies. A variety of economic sectors and company sizes were 
included to test the generalisability of the toolbox to various company contexts. 
A draft version of a comprehensive toolbox was developed and implemented in 
the 10 pilot companies. 
An independent member of our research department conducted a systematic 
formative evaluation of the project. This evaluation focused on the toolbox’ user-
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friendliness and its practical relevance to SME and providers, contributing to 
the process of developing health promoting companies. Evaluation instruments 
included standardised questionnaires for the SME’s staff participating in the 
toolbox’ implementation, standardised logs for OHM providers, and structured 
interviews and group discussions with all stakeholders. All results were analysed 
together with the OHM providers and representatives of the pilot companies, 
which revealed supporting and impeding factors for the implementation of 
OHM. These results were summarised in a logbook, informing the systematic 
improvement of the toolbox and providing detailed procedural knowledge, which 
was integrated into the practical guidelines of the toolbox. 
Content and implementation of the toolbox
Since 2004, the toolbox is available in the internet in German (www.kmu-
vital.ch), French (www.pme-vital.ch) and since 2007 in Italian (www.pmi-vital.
ch). It contains 10 modules:
• A workshop for top management to get OHM started.
• Three modules to analyse the working environment; i.e. a management and 
employee survey, as well as a health-circle as joint labour-management 
approach to problem solving. 
• Six modules addressing potential problems identified by analysis.
Each of the modules contains practical guidelines as well as training and 
presentation materials. In the case of the employee survey, an online survey tool 
for data collection and feedback is provided. An overall project management guide 
shows how to implement OHM and how to integrate it into existing management 
systems.
Finally, the website contains portraits of the 10 pilot companies, illustrating 
the practical procedure of implementing OHM and the perceived benefits by 
the SME. These portraits are based on summative interviews conducted by an 
external, independent evaluator.
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Figure 5: Toolbox for OHM (www.kmu-vital.ch)
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The implementation of the toolbox develops through the following phases:
1. Initiation: A “starter workshop” with top-management generates information 
on the potential for OHM and the general OHM aims of the executive 
board. This is a precondition for drafting an OHM implementation plan.
2. Analysis: The management survey provides information on the current 
work organisation and personnel management practices from the 
executives’ perspectives. The employee survey analyses resources and risk 
factors regarding job task, work organisation, participation opportunities, 
leadership style, working climate, commitment and self-rated health from 
an employee perspective. 
3. Planning: The module “health circle” is a joint labour-management 
approach. Together, survey results are analysed and discussed, in-depth 
problem analysis is conducted, company-specific targets for OHM are set 
and a joint action plan gets developed.
4. Action: Companies can choose from six readily available modules grouped 
into three levels: Organisational development: ”How-to-guide“ for 
improving workplace ergonomics and practical guidelines on how to go 
through a participatory job re-design process. Personnel development: Team 
development training (communication, collaboration, external partners) 
and management training for health promoting leadership style. Individual 
health behaviour: ”How-to-guide“ for wellness-related activities in a 
company (exercise, nutrition, relaxation) and stress management training.
5. Evaluation: Changes are monitored, based on the repeated application of 
the employee and management surveys, controlling the achievement of the 
company-specific targets.
6. Institutionalisation: To assure the maintenance of OHM, it is recommended 
to institutionalise the “health circles” as a sustainable structure.
Potential public health impact of the toolbox: Applying the RE-AIM criteria
The toolbox for OHM was developed involving all three systems of 
stakeholders: companies, OHM-providers and researchers. As argued previously, 
this process was chosen to maximize the toolbox’ acceptance by all potential 
adopters, which are primarily small and medium sized enterprises, but OHM 
practitioners and researchers likewise. Preconditions for dissemination were 
discussed by all stakeholders and optimised as far as possible, i.e. the toolbox’ 
advantages compared to existing products, its fit with intended users and its 
easiness to use (compatibility and complexity), the possibility of giving it a try 
(trialability), and the gaining of measurable results (observability) – for these and 
more key determinants of diffusion see e.g. Oldenburg et al. (1997).
241
The toolbox has been promoted in general and business-specific media as 
well as through regular presentations at conferences and other business-oriented 
events. Further, a two-day training workshop was developed, showing company 
representatives how to use the toolbox.
The potential public health impact of the toolbox can be assessed by applying 
the RE-AIM criteria (Glasgow et al., 2003; see table 3):
• Adoption: The state of adoption is estimated by the available numbers of 
registered users of the website. From July 2004 to November 2006, 1'800 
people registered and downloaded 12'000 documents from the website 
(guidelines, presentation material). 40% of the users are representatives 
of companies, another 40% are health promotion practitioners, and 20% 
are other interested individuals. Of the registered organisations, 20% are 
small (10-49 employees), 35% medium sized (50-249 employees) and 
37% large companies (250 and more employees), latter of which are 
obviously overrepresented, as in Switzerland only 1% of companies fall in 
this category. All in all, there are about 37'000 commercial companies in 
Switzerland with more than 10 employees, of which 1-2% have registered 
on the website.
• Implementation and Reach: Presently, the degree of implementation of the 
toolbox’ modules in these companies and the employees participating can 
only be estimated by the usage of the online employee survey which requires 
separate registration. During the above mentioned period of time, about 70 
companies used the online-survey, reaching overall 4'000 employees. 
• Efficacy and Maintenance: A preliminary assessment of the toolbox’ 
efficacy was conducted with data from 7 pilot companies, who took part 
in a follow-up survey 6 months after finishing the pilot test. The companies 
ranged from 50-350 employees, with overall 479 responding employees 
(58% response rate). Change assessment revealed that (e.g.) 20% of the 
employees in the sample perceived an improvement for physical strain 
and up to 45% for information policy and participation opportunities. For 
all assessed dimensions, great variation could be observed between the 
companies. Regarding organisational level maintenance of OHM, about 
half of the pilot companies institutionalised the health circle as enduring 
OHM structure.
Currently, an email-survey of all registered users is under way, which will 
produce more information on the degree of implementation of downloaded 
modules, the perceived efficacy and the maintenance of OHM. Following the 
email-survey, in-depth case studies (including employee surveys) are planned in 
companies with high level of implementation and reach. Further, an effectiveness 
study has been initiated for companies that implement the toolbox with external 
support by our consulting centre, collecting longitudinal data, assessing company-
242
specific OHM goals and monitoring the implementation of OHM practices with 
standardised assessment instruments considering the RE-AIM criteria.
Dissemination of OHM – Applying models of behaviour change
Dissemination of OHM as public health strategy
From a public health perspective, society is concerned that organisations have 
an enhancing rather than a detrimental effect on the health of human beings. 
Thus, there is a legitimate public interest in actively disseminating OHM as an 
innovative management practice that optimises structures and processes enhancing 
the employees’ and the companies’ well-being. 
Active dissemination means to maximize the exposure and reach of strategies 
or programs for which evidence of efficacy and effectiveness are given (Oldenburg 
et al., 1997). To support dissemination, the innovation itself should feature 
characteristics that raise its chances of getting adopted and implemented by its 
target group as demonstrated for the OHM toolbox. 
However, in the case of OHM, implementing the toolbox is only one way of 
developing towards a salutogenic company, particularly useful for companies in 
early stages of OHM development. As a basic principle, the current stage of OHM 
development in a company should be assessed to provide it with stage-specific 
support for initiating or improving its OHM practice. Before addressing this stage-
specific dissemination of OHM, the process of adoption and implementation of 
OHM by a company needs to be understood. 
Adoption and implementation of OHM: Multilevel stages of development
As for other innovations, we assume that in adopting and implementing 
OHM the company develops through a series of stages of OHM development 
(Goodman et al., 1997). At each stage, distinct reinforcing strategies are applied 
to enhance the chance of sustained implementation. There are various theories on 
organisational change and the stages of organisational development, which root 
historically in Lewin’s stage model of unfreezing – moving – refreezing. There’s 
consensus on the importance of at least four developmental stages (Heaney, 2003; 
Goodman et al, 1997; Oldenburg et al., 1997):
• Awareness: Organisations are aware of a new practice and its benefits.
• Adoption: Organisations commit themselves to initiate the new practice.
• Implementation: Organisations initiate the new practice.
• Maintenance: Organisations continue with the new practice and make it 
part of their routine.
When considering a company’s stage of OHM development, there are two 
issues to be aware of: a) OHM involves many levels of people and b) OHM 
243
is a comprehensive, complex innovation, i.e. comprising various salutogenic 
practices. 
Here, the first issue aforementioned is of particular relevance: Organisations 
are systems with people on different hierarchical levels. OHM development 
usually sets off as a top-down-process, first gaining involvement and support of 
the executive board. Executives get aware of OHM as an integral management 
practice for the salutogenic optimisation of an organisational system, they adopt 
the basic idea and plan the implementation strategy. At this point, staff should 
be made aware of OHM, to ensure their adoption of the OHM idea and their 
participation in the planning and implementing of specific OHM practices. So, 
evidently, there’s a lag between executive and staff stage of OHM development. 
This is of critical importance for developing broad ownership and successful 
implementation of OHM, and a general issue considering failing organisational 
change and unsatisfying participation rates in health programs. 
This need to design OHM as a multilevel intervention has been considered 
in the design of the OHM toolbox presented above, e.g. by starting with a 
management workshop, conducting both management and employee surveys, and 
by offering the health circle as a platform to facilitate learning between subgroups 
in different stages of OHM development and to develop a joint action agenda.
Blending individual with organisational models of change 
In order to systematically design, implement, evaluate and disseminate the 
multilevel OHM change process in companies, we recommend blending individual 
and organisational models of change.
Individual models of change focus on predictor variables and/or phases of 
behaviour change. Key predictor variables of behaviour change are self-efficacy, 
outcome expectancies, risk awareness, vulnerability or social norms (e.g. Theory 
of Planned Behaviour or Health Belief Model; see e.g. Glanz et. al, 1997). Models 
depicting phases of behaviour change accentuate two “gaps”: The motivation-
intention-gap – known as the “Rubikon” prompted by Heckhausen (1987) – and 
the intention-action-gap – is familiar to most health promotion practitioners trying 
to persuade people to change their health behaviour. Two meta-phases can be 
deducted: A motivational phase (preintentional) and a volitional phase (preactional 
and actional) (Heckhausen, 1987; adapted and reduced; the postactional phase is 
not depicted but mentioned later):
Figure 6: Adapted Rubikon-Model (Heckhausen, 1987)
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The Transtheoretical Model of Behaviour Change (TTM; Prochaska et al., 
2001) hypothesises five “stages of change” a person develops through when 
attempting to change his or her behaviour, whereby the first two stages can be 
considered as motivational phases, and the following three stages as volitional 
phases:
Precontemplation No thoughts on behaviour change
Contemplation Thoughts on behaviour change in next 6 months
Preparation Fixed intention to change behaviour in next 30 days
Action Behaviour change, but not for long yet, less than 6 months
Maintenance Behaviour change for longer time, more than 6 months
Table 5: Stages of change from the TTM (Prochaska et al., 2001)
There is evidence that interventions tailored to the stage of change – compared 
to “one fits all” interventions – enhance the chance of participation in the 
change process and finally lead to successful change. Besides the stages, the 
TTM incorporates a concept called “decisional balance”, which is measured by 
pro and contra arguments towards the desired behaviour change and strongly 
resembles the abovementioned predictor variable “outcome expectancies”. To 
move people from one stage to the next, the authors postulate 10 “processes 
of change”, which comprise cognitive and behavioural methods derived from 
various psychotherapeutical therapies, hence the label: “transtheoretical” model.
The overlap between these individual models of change and the organisational 
models of change is highly visible. Regardless of the “correct” number of stages, 
all models incorporate an “unfreezing” element, which can be considered a 
motivational phase of intention development, and a “moving” element”, which 
can be considered a volitional phase of planning and realization. As organisations 
are living systems, there is no “re-freezing”, but rather a post-actional phase, 
which essentially is a new motivational phase in a constant process of renewal 
and learning – new practices become old practices.
It has been proposed by the authors of the TTM to apply the model to the 
organisational level, and a few studies were conducted assessing the individuals’ 
stages of change in the course of organisational change processes (Prochaska et 
al, 2001; Whysall et al., 2005). The TTM has been adapted to the community 
level and 9 stages of community readiness were developed with corresponding 
strategies (Edwards et al., 2000). Other studies have measured the individual’s 
perception of their organisation’s readiness to change (Eby et al., 2000).
Target group of active OHM dissemination
As shown above, implementation of OHM develops in loops through 
motivational and volitional stages and hierarchical levels. This process can 
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be supported by applying stage-specific individual and organisational change 
procedures and techniques.
Getting back to the initial idea of stage-specific dissemination of OHM, 
we need to assess the stage of OHM development across companies from the 
perspective of key informants who have most knowledge about existing OHM 
practices, know about OHM-related attitudes of company decision makers and 
are acknowledged owners of occupational health issues. Specialised human 
resources managers – or in case of smaller companies general managers in 
charge of human resource – seem to qualify best for this role. Based on the 
experience with conducting OHM-related company surveys (Bauer & Schmid, 
2006), it is this group which can be best approached for OHM issues. Also, this is 
shown to be the group making active use of initial information-oriented services 
offered by our OHM consulting centre (e.g. participation in information events 
or personal consulting). Only after these initial adopters of OHM are reached 
in organisations, multilevel adoption and implementation of OHM as described 
above can be supported and achieved. 
Dissemination Study
In order to design stage-specific dissemination strategies in the future, we 
conducted a preliminary dissemination study in Swiss companies, utilising the 
TTM as stage model of change on the organisational level. This study addressed 
the following research questions:
• How is the stage distribution of companies regarding OHM?
• Can the TTM be validated on the organisational level for OHM as a 
multidimensional organisational change approach?
• What preliminary conclusions can be drawn regarding dissemination 
strategies for OHM? 
A questionnaire was sent together with a brochure on OHM from our consulting 
centre, posted to the human resource managers. A full sample of companies 
with more than 10 employees in the canton of Zurich (n=6,000) was drawn, the 
response rate was 17% (n=1,009). The questionnaire listed 12 OHM practices 
addressing implicit and explicit salutogenic organisational practices, asking the 
respondent to give his assessment: “For each of the listed OHM practices, please 
mark the stage of development in your company”:
• No interest yet (=Precontemplation)
• Interest but no implementation yet (=Contemplation)
• Intention to implement during the next months (=Preparation)
• Implementation, but no systematically (=Action)
• Systematic implementation (=Maintenance)
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Additionally, outcome expectancies were assessed, i.e. 10 items on pro 
arguments (e.g. “investing into OHM pays off economically”) and contra 
arguments (e.g. “the utility of OHM is unclear”) towards OHM. A third set of 12 
items assessed the demands for OHM services that our consulting centre offers to 
companies. Finally, 6 items on the company’s economical situation were added. 
For data analysis, the 5 stages of OHM development were coded as 1 
(precontemplation) to 5 (maintenance). Principal component analysis grouped 
OHM practices into implicit and explicit practices (see chapter 4.2). Stage of 
OHM development was computed by calculating the mean over all OHM 
practices, serving as a rough index or proxy for stage of OHM development, 
ranging from low to high. Pro and contra arguments towards OHM were grouped 
by principal component analysis into positive and negative outcome expectancies. 
Demand for OHM practices was grouped into demand for general information 
(information events, interviews, workshops) and demand for implementation 
consulting (consulting on job re-design, stress management, health promoting 
leadership style, etc.). 
First, we can state that 2/3 of the respondents are companies in a medium 
to high stage of OHM development, but still 1/3 are low in stage of OHM 
development, and those lowest are not at all interested in OHM information or 
consulting. Overall, more than 40% of the 1’009 responding companies demanded 
further OHM information or consulting.
Initial unpublished data analysis reveals two key findings, which are relevant 
for the present chapter:
• Positive outcome expectancies increase with the stage of OHM development 
and negative outcome expectancies decrease. At the lowest stage of OHM 
development, negative outcome expectancies are higher than positive 
outcome expectancies, and as the stage develops, they cross. Confirmation 
of this expected relationship between OHM stages and pros and cons can 
be considered a first validation of the TTM on the organisational level.
• The demand for general OHM-related information expressed by respondents 
is highest for low to medium stage of OHM development. Demand for 
specific implementation consulting shows two peaks: at medium and high 
stage of OHM development.
Developing stage-specific OHM dissemination strategies
Considering the stage of OHM development, the TTM offered a good 
heuristic basis for assessing single practices. Yet, OHM practices are manifold 
and specific to the company context and needs, hence companies are in diverse 
stages regarding various OHM practices. Thus, looking across OHM practices, 
allocation of companies to a distinct OHM stage is not possible and not reasonable; 
stage assessment of OHM development on the basis of OHM practices must be 
thought of as a continuum.
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On the basis of our empirical findings and the theoretical concepts presented 
before, we propose to focus on three phases of OHM development in a company: 
a preintentional, contemplation phase, a preactional, preparation phase, and an 
actional phase. Considering the aforementioned ten “processes of change” (e.g. 
influencing social norms, raising awareness, goal clarification) recommended 
for TTM-based interventions (Prochaska et al., 2001), we suggest the following 
phase-specific interventions for disseminating OHM:
In the preintentional, contemplation phase, outcome expectancies are critical 
and demand for information is highest. Therefore, short written information 
addressing the most prevalent contra-arguments in this group as well as general 
information events about benefits of OHM seem to be the most appropriate 
methods to raise awareness and convince executives for health and OHM. 
In the preactional, preparation phase, practical, procedural knowledge 
should be conveyed to the people in charge of OHM development. Here, special 
information events or small group workshops showing how to implement 
OHM as a management practice including the presentation of specific tools are 
recommended. 
In the actional phase, support for the sustained implementation of OHM 
is needed. Key areas of support include conducting health surveys and circles 
as a basis for regular optimisation practices, as well as integration of OHM in 
existing human resources or quality management systems. In this phase, small 
group workshops with intensive exchange of experience between companies 
are recommended, as well as individual consulting of companies. Inclusion in 
networks of salutogenic companies or presenting the most advanced companies as 
role models during information events can further sustain OHM commitment.
Considering other processes of change, public events have the advantage of 
influencing social norms by demonstrating that OHM is a current issue for many 
other companies as well. Small group workshops and networks foster mutual 
learning and helping relationships among participants. Sending out a questionnaire 
to all companies as described above enables self-evaluation regarding their OHM 
state. Assessing and meeting service demands of the companies by the consulting 
centre increases their commitment for OHM.
We expect that such stage-specific dissemination strategies permit a better 
connection to the needs of our clientele: Stakeholders in organisations who are 
in a motivational, preintentional phase can be approached with psychological 
influencing techniques, whereas the preactional mind set demands for concrete 
goal setting and procedural knowledge; this gets people on board who otherwise 
would not, enhancing compliance and minimising resistance. Empirical data 
for this hypothesis on organisational level is not yet available. However, the 
longitudinal control-group design of our study will allow us to explore if usage 
of OHM services differs for OHM phases as predicted by our dissemination 
model. This will permit conclusions for future dissemination strategies of OHM 
to broaden the public health impact of OHM as salutogenic practice.
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Disseminating Occupational Health Management (OHM): The Utility of the 
Transtheoretical Model of Change for Assessing Stage of OHM Development in Or-
ganizations. 
 
Gregor J. Jenny & Georg F. Bauer 
 
Abstract 
Occupational Health Management (OHM) aims at the continuous and participatory opti-
misation of organizational structures and processes that have an impact on health. To de-
vise successful dissemination strategies for OHM, we need to assess the current stage of 
OHM development in companies. The present study assessed the utility of the Transtheo-
retical Model of Change (TTM) for this purpose in the field. A written survey instrument 
was mailed to a full sample of 7’700 companies in the Canton of Zurich, Switzerland. 1’008 
human resource or general managers replied and gave an assessment of stage of OHM 
development, attitudes towards OHM and demand for OHM consulting services. Results 
supported the TTM’s value for capturing a condensed image of stage of OHM development 
in a company, which can be utilized  for stage-specific dissemination strategies. 
 
Keywords 
Occupational Health Management, Workplace Health Promotion, Transtheoretical Model 
of Change, Organizational Development, Dissemination Strategies 
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Background 
From the perspective of occupational health psychology, employees in good health and 
capable to perform well are an important resource for company performance (e.g. Bond, 
Flaxman, & Loivette, 2006). From a public health perspective, work-related determinants 
of health are substantial predictors of population health (e.g. Siegrist & Theorell, 2006). 
Over the last years, public and private organizations, including health care insurances (e.g. 
BKK in Germany), groups of companies (e.g. Enterprise for Health) and international net-
works (e.g. European Network for Workplace Health Promotion) have developed practical 
tools and material to convince businesses and civil services to invest into health promoting 
practices. Still, the effort organizations put into developing and sustaining health promoting 
structures and processes vary considerably from organization to organization, leaving room 
for improvement (Bauer & Schmid, 2006; Drupp & Osterholz, 2001; Meggeneder, Pelster, 
& Sochert, 2005). This situation raises the issue how development of health promoting 
practices in organizations could be advanced. 
 
Tailoring Health Promotion Interventions 
Researchers in occupational health psychology as well as public health have strengthened 
an interdisciplinary approach with close ties to practitioners, conducting field studies on the 
mechanisms and effects of health-related interventions in organizations, and furthermore 
advancing health-oriented organizational development (Bauer & Jenny, 2007; Semmer, 
2006). Based on positive experiences in the field of health promotion with tailoring indi-
vidual behaviour change interventions to the current stage of change, we considered adopt-
ing the Transtheoretical Model of Change (J. O. Prochaska, Diclemente, & Norcross, 1992; 
J. O. Prochaska & Velicer, 1997) to the organizational level, exploring its utility for assess-
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ing an organization’s effort towards health promoting practices and stimulating its invest-
ment into health-related organizational development. 
 
Transtheoretical Model of Change (TTM) 
Models depicting phases of behaviour change incorporate a motivational (preintentional) 
and a volitional (preactional and actional) phase. The Transtheoretical Model of Behaviour 
Change (TTM) (J. O. Prochaska et al., 1992; J. O. Prochaska & Velicer, 1997) proposes 5 
stages of change a person develops through when attempting to change his or her behav-
iour, whereby the first two stages can be considered motivational phases, and the following 
three stages volitional phases (tab. 1). 
 
Tab. 1.: Stages of Change (J. O. Prochaska & Velicer, 1997) 
 
The TTM incorporates a concept called decisional balance, which is measured by pro- and 
contra-arguments towards the desired behaviour change. The TTM postulates that pro-
arguments increase and contra-arguments decrease with the progression of stages. To move 
people from one stage to the next, the authors recommend 10 processes of change, which 
comprise cognitive and behavioural methods derived from various psychotherapeutical 
therapies (e.g. influencing social norms, raising awareness, goal clarification), hence the 
label transtheoretical model. The model’s theoretical foundation and the studies accompa-
nying its implementation have been discussed critically (Schwarzer, 2008). So far, empiri-
cal evidence supports the idea that stage-specific interventions on individual level enhance 
participation and finally lead to successful change (Brug et al., 2005; Noar, Benac, & 
Harris, 2007; Velicer & Prochaska, 2008). 
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Stages of Organizational Development 
There are many theories on stages of organizational development, which root historically in 
Lewin’s stage model of unfreezing–moving–refreezing (for fundamental discussions see 
e.g. Armenakis, Harris, & Field, 2001; Pettigrew, Woodman, & Cameron, 2001; Van de 
Ven & Poole, 1995). Authors in favour of stage approaches seem to consent on the import-
ance of following developmental stages (Goodman, A, & Kegler, 1997; Heaney, 2002; 
Oldenburg, Hardcastle, & Kok, 1997): Awareness (organizations are aware of a new prac-
tice and its benefits), Adoption (organizations commit themselves to initiate the new prac-
tice), Implementation (organizations initiate the new practice), and Maintenance (organiza-
tions make the new practice part of their routine). The wording for these developmental 
stages is largely comparable, e.g. Lechner, Müller-Stewens and Muchow (1999) draw a 
similar model for the adoption, application and rooting of new management concepts. Re-
cent models postulate similar stages too: Mendel et al. (2008) distinguish three stages of 
diffusion of new health interventions named adoption, implementation and sustainment, 
and Simpson and Dansereau (2007) present a three-stage process of adopting, implement-
ing and routinizing new procedures in organizations. For each developmental stage, these 
authors recommend distinct reinforcing strategies. Additionally, there is broad literature on 
organizational readiness for change, addressing the individuals’ readiness to participate in 
organizational change processes and/or their perception of the organization’s change ability 
resp. change willingness (e.g. Glisson et al., 2008; Holt, Armenakis, Field, & Harris, 2007; 
Kimberly & Cook, 2008). 
 
Adopting the TTM to the Organizational Level 
Regardless of the “correct” number of developmental stages, all models incorporate an un-
freezing element, which can be considered a motivational phase of intention development, a 
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moving element, which can be considered a volitional phase of planning and realisation and 
finally a sustaining rather than a re-freezing element. Latter acknowledges that organiza-
tions are complex social systems in a constant process of renewing and establishing organi-
zational routines. Interacting members of organizations generate organizational practices 
and at the same time are affected by them. Need for organizational change is diagnosed, 
communicated and acted upon by them. Thus, depiction of stages of organizational devel-
opment can be understood as a temporary pattern of interacting groups of individuals de-
veloping new practices in an organization. Given this parallelity between individual and 
organizational change, the authors of the TTM proposed to apply their model to the organi-
zational level, and a few studies were conducted assessing the individuals’ (staff and man-
agers’) stages of change in the course of adopting new organizational practices (J. M. Pro-
chaska, 2000, 2007; J. M. Prochaska, Prochaska, & Levesque, 2001; Whysall, Haslam, & 
Haslam, 2007). However, these studies were limited to single, one-dimensional organiza-
tional practices, such as reducing work-related Musculoskeletal Disorders (MSD).  
 
Occupational Health Management (OHM) 
Various terminologies have been suggested for health promoting practices in organizations. 
The term Worksite Health Promotion has been established for considerable time, mainly 
referring to individual-oriented interventions in the setting workplace, but theoretically also 
comprising interventions directed at changing the setting itself. Occupational Health Psy-
chology has emphasized the designing, creating and maintaining of healthy work envi-
ronments (Quick, 1999). Health and Productivity Management views health and wellness 
as a mean to support the business mission (Bennett, Cook, & Pelletier, 2002). In German 
speaking countries, the increasingly popular term Corporate Health Management [Betrie-
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bliches Gesundheitsmanagement] emphasizes the role of management in dealing with oc-
cupational health issues (Badura, 2001). 
We prefer the term Occupational Health Management (OHM), which refers more directly 
to the established occupational health sciences, defined as the continuous participatory an-
alysis and optimisation of organizational structures and processes that have an impact on 
employees’ health and thus influence business outcomes too (Bauer & Jenny, 2007). Based 
on continuous analysis, company-specific health promoting practices are developed and 
implemented regularly. Such practices can either be targeted directly at employees’ health 
and are referred to as explicit health-related OHM practices (e.g. health behaviour pro-
grams or health and safety measures), or they can be targeted at work-related determinants 
of health (e.g. job design, personnel development), referred to as implicit work-related 
OHM practices. 
 
Assessing Stage of OHM development 
When considering an organization’s stage of OHM development, there is a double chal-
lenge: First, in contrast to “one-dimensional” behaviour change such as taking up physical 
exercise or giving up smoking, OHM is multidimensional, combining both explicit health-
related and implicit work-related OHM practices. In complex systems like business com-
panies, many practices exist side by side. This poses a challenge to assessing “a” stage of 
OHM development. Companies may have strongly advanced explicit health-related prac-
tices like fitness programs or healthy canteen food, but they may fail to systematically as-
sess and improve implicit work-related OHM practices. Second, in contrast to individual 
behaviour change concerning one actor only, OHM development in organizations involves 
various interacting groups of agents with diverse views on OHM. OHM development usu-
ally sets off as a top-down-process, gaining involvement of management, who adopt the 
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idea and plan a development strategy. At this point, staff must become aware of OHM, to 
ensure their participation in planning and conducting OHM practices. Evidently, a lag may 
result between managerial and staff perception of OHM development. This is of critical 
importance for establishing broad ownership and sustainability. Additional to these vertical 
discrepancies, horizontal discrepancies must be taken into account too, considering various 
groups of agents and driving forces who are the protagonists of developmental processes 
(Pettigrew et al., 2001). Thus, if OHM development progresses in loops through motiva-
tional and volitional stages on vertical as well as on horizontal levels, this process could be 
advanced by providing stage-specific change procedures and techniques, first on manager-
ial level and secondly on staff level. 
 
Study Context and Aim 
The present study was conducted within a project aiming to disseminate OHM to com-
panies in the Canton of Zurich, Switzerland. The partnering OHM consulting centre 
planned to tailor their services based on standardized information on the current stages of 
OHM development. In order to assess stage of OHM development across a large number of 
companies in a feasible way, it was decided to limit the assessment phase to the perspective 
of managerial key informants. This group was assumed to have best knowledge on the 
stage of OHM development in their company and is usually approached first by consul-
tants. 
The study intended to a) empirically explore the utility of assessing stage of OHM devel-
opment by applying the TTM to the organizational level and b) devise stage-specific strat-
egies for disseminating OHM in future. To meet these aims, the study addressed the follow-
ing research questions: 
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1. How is stage of OHM development, assessed by means of the TTM, distributed across 
companies? 
2. Is decisional balance related to stage of OHM development as postulated by the TTM? 
3. How are stages of OHM development, decisional balance and company characteristics 
related to demand for OHM consulting? 





First, the TTM was operationalized to assess stage of OHM development and decisional 
balance concerning OHM in a company. Second, cross-sectional data was collected with a 
questionnaire, including demand for OHM consulting and company characteristics (occu-
pational sector, company size, pressure, and economic well-being). The questionnaire was 
sent together with an information brochure on OHM to companies in the Canton of Zurich, 
Switzerland. Third, relation between stages of OHM development and decisional balance as 
well as demand for OHM consulting services was analysed. Finally, conclusions were 
drawn regarding the utility of the TTM for assessing stage of OHM development and its 




Based on addresses provided by the Swiss Federal Statistical Office, a full sample of com-
panies with more than 10 employees in the canton of Zurich (n=7’700) was established. In 
a first wave, the questionnaire was sent together with an information brochure on OHM. In 
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a second wave, the questionnaire was sent to the companies as a reminder – due to eco-
nomical reasons to those with more than 20 employees (n=5’000). 1’008 companies re-
turned the questionnaire with the measures described below, whereof n=228 (22.6%) an-
swered to the first wave and n=780 (77.4%) to the second wave. Company size was aggre-
gated to 10–49 employees (small), 50–249 employees (middle-sized) and 250+ employees 
(large). 66.6% of the respondents were members of small companies, 27.6% of middle-
sized and 5.9% of large companies. Compared to the full sample, small companies were 
slightly underrepresented (66.6% vs. 74.4% in the full sample). On the other hand, middle-
sized and large companies were slightly overrepresented (27.6% vs. 22.0% resp. 5.9% vs. 
3.6% in the full sample). 40.4% of the participating companies operated in the industrial 
and production sector, 59.6% in the services sector (compared to 25.0% resp. 75.0% in the 
full sample). Organizations from health and social care (15% vs. 8.1%) as well as from 
civil services (8.2% vs. 4.8%) were overrepresented in the sample. 
 
Study Participants 
As aforementioned, we addressed the stakeholder group in the companies most likely to be 
acknowledged owners of occupational health issues, and who are at the same time the most 
likely entry point for OHM consulting activities. Human resources managers – or in case of 
smaller companies general managers in charge of human resources – qualify best for this 
role. This group is also expected to provide the most accurate information on stage of OHM 
development in the company from managerial perspective. Consequently, the questionnaire 
was mailed to the person in charge of human resource management in the companies. Of 
the 1’008 respondents, 29.7% were human resource managers, 35.6% were board members 
and 22.8% both; 17.1% were additionally or solely health and safety representatives.  
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Questionnaire 
Stage of OHM development was assessed with 12 items on explicit health-related resp. 
implicit work-related OHM practices (see figures 2 and 3). Respondents were asked: „For 
each of the listed OHM practices, please mark the stage of development in your company“: 
• No interest yet (=Precontemplation) 
• Interest but no implementation yet (=Contemplation) 
• Intention to implement during the next months (=Preparation) 
• Implementation, but not systematically (=Action) 
• Systematic implementation (=Maintenance) 
This data was treated as ordinal, corresponding to the TTM’s theory and the logic of dis-
tinct motivational and volitional stages of change. Additionally, decisional balance was 
assessed with 10 items on pro- and contra-arguments towards OHM, i.e. the perceived cost-
benefit and effects of OHM (e.g. „investing into OHM pays off economically“ or „the 
utility of OHM is unclear“). One item assessed awareness of health problems (“There are 
no health problems in our company”). A set of 11 items assessed demand for OHM con-
sulting services as offered by our OHM consulting centre (see acknowledgements) (e.g. 
interest in information events free of cost, workshops and consulting on teamwork or stress 
management). A scale consisting of 4 items assessed organizational pressure (acceleration 
of business processes, economic and change pressure, reorganization) and 1 item its eco-
nomic well-being (“Our economic situation is very positive”). Finally, information on oc-
cupational sector, company size, and function of the representative (see above) were col-
lected. 
 
   11 
Statistical Analysis 
Stage of OHM development was coded from 1 (precontemplation) to 5 (maintenance) for 
each OHM practice. Two overall stages of OHM development were computed for explicit 
health-related resp. implicit work-related OHM practices, according to a special algorithm 
which meets the ordinal quality of the data and the theoretical background of the model. 
First, for each company, we determined the most frequent stage of both implicit work-
related and explicit health-related OHM practices respectively: e.g. if a company was in 
precontemplation stage in three health-related practices, in contemplation stage in one 
health-related practice and in action stage in two health-related practices, it had the highest 
sum-score in precontemplation stage. To avoid giving too much weight to a single stage 
and to enhance distinction, the motivational stages 1+2 (precontemplation/contemplation) 
were summed up and compared against the volitional stages 3+4+5 (see fig. 1). If the com-
pany was in motivational stage, it then was assigned either to precontemplation or contem-
plation stage, depending on the higher sum score. If the company was in volitional stage, 
the stages 3+4 (preparation/action) were then compared against stage 5 (maintenance). 
Finally, if the company was mainly in preparation and action phase, these two stages were 
compared against each other. If equal values occurred, a conservative approach was chosen 
and the company was assigned to the lower stage. 
 
Fig. 1: Algorithm for stage assignment  
 
Chi-square analysis was run for testing the relationship between stage of OHM develop-
ment and company characteristics. 
Items on decisional balance were grouped by principal component analysis (PCA) with 
varimax rotation into a two-component solution: Items loaded on a positive participation-
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oriented component and on a negative priority-oriented component, explaining 51% of 
variance. Factor scores were computed by using regression method and estimating missing 
values. One-Way-ANOVA with Post-Hoc contrasts (Scheffe-Test for equal variances) was 
run for testing relationships between pro-/contra-arguments and stage of OHM develop-
ment. 
Demand for OHM consulting services was grouped into demand for information (informa-
tion events, interviews, workshops), demand for analysis (employee survey and work-
groups for health issues, i.e. “health circles”) and demand for courses (job re-design, stress 
management, health promoting leadership style, etc.). For subsequent logistic regression 
analysis, overall demand was coded into 1 (demand) and 0 (no demand). Logistic regres-
sion analysis was run stepwise for testing relationships between stage of OHM develop-
ment and demand for OHM consulting services. Four models were calculated: Model 1 
included occupational sector and company size, model 2 added explicit health-related and 
implicit work-related stage of OHM development, model 3 added pro- and contra-
arguments (factor scores), and model 4 added pressure, economic well-being and 
(un)awareness of health problems. SPSS 16.0.2 for MAC was used for all analysis. 
 
Results 
Distribution of Stages of OHM Development 
Distribution of single stages of explicit health-related OHM practices showed that work-
place safety and ergonomic practices were most advanced, compared to workgroups for 
health issues (i.e. “health circles”) and health behaviour courses (fig. 2). Single stages of 
implicit work-related OHM practices revealed a more homogenous picture, only with em-
ployee surveys and case management practices being less developed (fig. 3). Regarding 
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latter, 19% missing values were found (compared to an average of 4% in other items), as 
many companies reported they didn’t know what case management was. 
 
Fig. 2 and 3: Stages of single OHM practices 
 
Distribution of computed stages of OHM development showed that nearly 40% of the com-
panies were in a pre-/contemplation stage regarding explicit health-related OHM develop-
ment (fig. 4; n=986). Considering implicit work-related stage of OHM development, a ma-
jority of the companies were in a maintenance stage (fig. 5; n=984). Stage of explicit 
health-related and implicit work-related OHM development correlated rsp=0.40. 
 
Fig. 4 and 5: Explicit health-related and implicit work-related stage of OHM development 
 
Large companies (250+ employees) were more advanced in both stages of explicit health-
related resp. implicit work-related OHM development (X
2
=44.23, df=8, p=.000 resp. 
X
2
=27.97, df=8, p=.000). The services sector was more advanced than the industrial and 
production sector concerning implicit work-related stage of OHM development (X
2
=16.34, 
df=4, p=.003), but no significant difference could be seen for explicit health-related stage 
of OHM development (X
2
=5.15, df=4, p=.272). 
 
Stage of OHM Development and Decisional Balance 
Factor scores for pro-arguments were below mean for precontemplation stage of explicit 
health-related OHM development and increased with each following stage, whereas contra-
arguments showed a mirrored picture and decreased subsequently (fig. 6). At precontem-
plation and contemplation stage, contra-arguments were stronger than pro-arguments, and 
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as stage progressed, they crossed (fig. 6). Notably, in stage of action, a reversed trend could 
be observed. Results of One-Way-ANOVA showed significant differences for pro-/contra-
arguments between stages of explicit health-related OHM development (F=21.79, p=.000 
resp. F=17.76, p=.000). Post-hoc contrasts revealed, that only pro-arguments in precontem-
plation stage differed significantly (p=.000) from pro-arguments in all other stages. Contra-
arguments differed significantly (p=.000) between stages of precontempla-
tion/contemplation and maintenance stage, and between precontemplation and action stage 
(p=.000). Analogous results, but not as pronounced, were seen for stage of implicit work-
related OHM development (fig. 7). 
 
Fig. 6 and 7: Stage of OHM development and decisional balance (pro/contra-arguments) 
 
Stage of OHM Development, Decisional Balance and Demand for OHM Consulting 
40% of the 1’008 respondents expressed demand for OHM information (which is partially 
free of cost), demand for analysis and/or demand for courses, with peaks in contempla-
tion/preparation stage (fig. 8 and 9). Due to small numbers of companies in preparation 
stage (n=24 resp. n=28), these results must be interpreted with caution. 
 
Fig. 8 and 9: Stage of OHM development and demand for OHM consulting services 
 
Logistic regression analysis with demand for OHM consulting services as dependent vari-
able showed following results (tab. 2; n=921; Nagelkerke R Square=.101): 
 
Tab. 2: Odds Ratios and confidence interval (95%) for “demand for OHM consulting ser-
vices” by stage of OHM development, decisional balance and company characteristics. 
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In model 1, a tendency (p=.078) for stronger demand for OHM consulting services was 
seen in medium sized companies (OR=1.30), whereas sector did not have an effect. In 
model 2, adding stages of OHM development, significantly stronger demand was seen for 
contemplation stage (OR=1.96; p=.004), preparation stage (OR=4.89; p=.003) and action 
stage (OR=1.72; p=.017) of explicit health-related OHM development. Equally, contempla-
tion and action stage of implicit work-related OHM development showed significantly 
stronger demand for OHM consulting services (OR=2.09; p=.049 resp. OR=1.94; p=.040). 
In model 3, adding pro- and contra-arguments (factor scores), pro-arguments were highly 
significant related to demand for OHM consulting services (OR=1.49; p=.000), whereas 
contra-arguments were reversely related to demand for OHM consulting services, but not 
significant (OR=.91; p=.195). Adding pro and contra-arguments weakened the relationships 
between stage of OHM development and demand for OHM consulting services. Finally, 
adding company characteristics in model 4, neither pressure nor economic well-being had 
an effect on demand for OHM consulting services, but awareness for health problems did – 
i.e., the more unaware the company was of any health problems, the lower was demand for 
OHM consulting services (OR=.86; p=.012). Adding company characteristics further di-
minished the relationship between stages of implicit work-related OHM development and 
demand for OHM consulting services. Again, considering these results, the outcomes con-
cerning preparation stage must be interpreted with caution due to small numbers of com-
panies in this stage. 
 
   16 
Discussion 
This study intended to empirically explore the utility of assessing stage of OHM develop-
ment by means of the TTM and consider stage-specific dissemination strategies for advan-
cing OHM in future. 
 
Utility of the TTM for Assessing Stage of OHM Development 
Distribution of stages of OHM development were largely as expected compared to preva-
lence in prior (yet not fully comparable) studies (Bauer & Schmid, 2006). Explicit health-
related OHM development showed that about 1/3 of the companies were in precontempla-
tion or contemplation stage and nearly 2/3 of the companies were in action or maintenance 
stage. Many companies invested into OHM practices, but as stages of single OHM prac-
tices showed, these were primarily compulsory workplace safety practices or related to 
workplace ergonomics. Individual-focussed change initiatives such as health behaviour 
courses or organizational change initiatives such as embedding health circles were far less 
developed. Regarding stages of implicit work-related practices, most companies considered 
themselves being in a maintenance phase. The question arising is, whether respondents 
were truly aware that these questions primarily referred to practices with a strong health-
impact. Thus, to enhance the validity of assessing implicit work-related stage of OHM de-
velopment, these items must be revised and formulated in a way capturing their health im-
pact more explicitly. And considering the TTM’s utility, it also must be asked if and how to 
weight single OHM practices regarding depth and potential health impact on individuals 
and/or the organization. 
Decisional balance and stages of OHM development were related as predicted by the TTM. 
Especially for explicit health-related stage of OHM development, pro-arguments increased 
and contra-arguments decreased as stage progressed, crossing before preparation stage. The 
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reverse of this trend at action stage might indicate, that there is a temporary rethinking of 
OHM development: Common reasons reported from the field and consultants comprise 
issues like being unsatisfied with preliminary results, having underestimated the conse-
quences of implementing OHM practices (such as unexpected side effects or too demand-
ing changes) or being sobered about resistance of staff or management towards health-
related change initiatives. 
Predictors of demand for OHM consulting services can be summed up as follows: Demand 
increased with awareness of health problems, a positive opinion about OHM and already 
being in a stage of thinking about or planning explicit health-related OHM. Company size 
has proved to be a predictor of demand (in model 1). This reflects that larger companies are 
in a more advanced stage of OHM development, yet research on the target group of middle-
sized companies should be advanced, as they might provide the ideal organizational form 
for OHM (i.e. less complex structures, stronger social relations between management and 
staff, locally rooted, and thus potentially higher commitment towards well-being of em-
ployees). Surprisingly, pressure or economic well-being of the companies didn’t relate to 
demand for OHM consulting services, which might reflect that OHM is viewed as a con-
cept implemented proactively and preventively. Finally, contra-arguments didn’t relate to 
demand, as primarily pro-arguments drove demand for OHM. 
To conclude the utility of the TTM for assessing stage of OHM development, it offered a 
good heuristic basis. OHM practices are manifold and specific to the company context. 
Allocation of companies to distinct stages of OHM development by use of a special algor-
ithm and on the basis of several, more generally formulated OHM practices seemed pos-
sible, thus providing a very quick and intelligible method capturing a condensed image. 
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Tailoring stage-specific Disseminations Strategies  
The overall goal of OHM researchers and practitioners is to disseminate OHM and advance 
health promoting organizations. Doing this through an approximate assessment of stage of 
OHM development might permit connecting better to the specific situation and need of 
companies. 
As our data suggests, in companies mainly in contemplation and preparation stage of 
OHM development, demand for information on OHM is strongest. Considering the afore-
mentioned 10 processes of change recommended for TTM-based interventions (J. M. Pro-
chaska et al., 2001), short written information addressing the most prevalent pro-arguments 
and general information events on the benefits of OHM are seen to be the most appropriate 
methods for this group to further strengthen health awareness and convince mangers – both 
important predictors of demand in our analysis. Further, procedural knowledge could be 
conveyed to people in charge of OHM development, e.g. how to conduct health surveys 
and workgroups as a basis for regular optimisation of health relevant structures and pro-
cesses, as demand for analysis and courses was high too. This could enhance change-
related self-efficacy. Here, special information events or small group-workshops showing 
how to develop OHM including the presentation of specific tools are recommended. 
Companies mainly in action stage of OHM development seem to demand information too, 
yet less on courses and analysis. They should be provided with information on how to inte-
grate OHM in existing human resource or quality management systems. Additionally, oc-
curring rethoughts on pro- and contra-arguments towards OHM could be addressed explic-
itly by reassurance and operational support actions. In this stage, small group-workshops 
with exchange of experience between companies are recommended, as well as individual 
consulting and coaching. On company level, employees’ stage of change regarding OHM 
could be assessed in this stage too. 
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Companies mainly in maintenance stage of OHM development could be included in net-
works of salutogenic organizations. Considering other processes of change, public events 
have the advantage of influencing social norms by demonstrating that OHM is a current 
issue to many other companies as well. Small group workshops and networks foster mutual 
learning and helping relationships.  
Companies in precontemplation stage of OHM development are hardest to reach. Sending 
brief information on OHM and a questionnaire as described above enables self-evaluation 




Empirical data on the effectiveness of these recommended dissemination strategies is not 
yet available. However, the longitudinal design of our study will allow us to explore if 
usage of OHM consulting services differentiates for stages of OHM development, despite 
the approximate character of the measure, and moves companies from one stage to the next. 
 
Limitations 
This study was based on cross-sectional data limiting causal statements. Small numbers in 
preparation stage further limit the strength of statistical analysis. A bias in the sample must 
be considered, as responding companies were ready to participate in the survey, which is 
already a sign of interest in OHM. Still, many companies were in a stage of precontempla-
tion, they did not show any demand for OHM consulting services and expressed a negative 
opinion towards OHM, thus guaranteeing enough variance for statistical analysis. 
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Table 1 
Precontemplation  No thoughts on behaviour change 
Contemplation  Thoughts on behaviour change in next 6 months 
Preparation Fixed intention to change behaviour in next 30 days 
Action Behaviour change, but not for long yet, less than 6 months 
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Jenny, G. J. & Bauer, G. F. (submitted 2009). A systemic-salutogenic Model for Occupational 










A systemic-salotogenic model for Occupational Health Management (OHM): integrating 
‘health’ and ‘management’. 
 
Gregor J. Jenny & Georg F. Bauer 
 
Abstract 
Occupational Health Management (OHM) is an approach to health-oriented organisational 
development, stressing continuous, participatory analysis and optimisation of organisational 
structures and processes that impact employees’ health (Bauer & Jenny, 2007). To advance 
sustained OHM in the field, researchers and consultants need to connect better to the logic of 
organisations and their existing structures, strategies, cultures and processes. Thus, OHM 
should ground on a model less focussed on a normative health promotion approach but ra-
ther on strategic dimensions of management and organisational development. We developed 
a systemic-salutogenic model as frame of reference for organisations, consultants and re-
searchers collaborating in OHM projects. Our model relates to the New Management Model 
of St. Gallen (Rüegg-Stürm, 2003a), which is based on structuration theory and a systemic 
viewpoint. The model depicts organisational structure, strategy and culture in interaction 
with individual capacity, identity and behaviour, creating individual health and organisa-
tional sustainability. This interaction consists of processes channelled by and simultaneously 
forming the organisation and individuals. Customers, capital providers, society/politics, and 
private life of its members are depicted as relevant environments of an organisation. OHM as 











For a decade, Occupational Health Psychologists have urged to design, create and maintain 
healthy work environments (Adkins, 1999; Quick, 1999). In German speaking countries the 
term ‘corporate health management’ has prevailed, emphasising the role of management in 
developing healthy organisational settings and replacing traditional approaches of workplace 
health promotion (e.g. Badura, 2001; see also DeJoy & Wilson, 2003). Combining both lines 
of research and practice, we prefer the expression ‘Occupational Health Management’ (OHM) 
as an approach to health-oriented organisational development. OHM stresses the continuous, 
participatory analysis and optimisation of organisational structures and processes that impact 
employees’ health and thus influence business outcomes as well (Bauer & Jenny, 2007). Pres-
ently, dissemination and sustainability of OHM is not satisfactory, neither from the perspec-
tives of public health nor of occupational health psychology (Bauer & Schmid, 2006; Meg-
geneder, Pelster, & Sochert, 2005). OHM as optimisation process is conducted by organisa-
tions themselves – through management, employees, and internal health and safety spe-
cialists. Yet often support by external consultants is needed for analysis, development and 
evaluation of OHM practices. We argue, to advance sustained OHM in the field and win 
companies for such an on-going, health-oriented optimisation approach, OHM researchers 
and consultants need to connect better to the logic of organisations and their existing struc-
tures, strategies, culture(s) and processes. We thus advocate that OHM should refer to a 
model less focussed on normative health promotion approaches and single health determi-
nants, but rather on (health-relevant) strategic dimensions of management and organisational 
development. In such a model, health development and OHM are integrated with manage-
ment perspectives and practices. 
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Developing a model for OHM 
Models are maps we use to answer questions of the kind “Where are we?”, “Where are we 
going?”, and “How are we going to get there?” (Kofman, 2006). To answer these questions, 
different people will design different maps for different purposes, necessarily reducing com-
plexity by focussing and eliminating landmarks and narrowing or broadening the scale. Con-
sidering OHM, these three guiding questions can be focussed as follows: “Is the organisation 
conscious of its influence on its members’ health?”, “Does it want to advance and sustain its 
members’ health?”, and if yes, “How can the organisation do this?”. Such a model serves as 
frame of reference for organisations, consultants and researchers collaborating in OHM pro-
jects, guiding the development of health-conscious social systems. It should enable all stake-
holders to speak the same language, develop compatible views on health and OHM, and to 
produce visibility of the development process. To become relevant for everyday practice of 
organisations, the model should meet following criteria: 
• It should consider the complexity and changing nature of health issues in organisations, 
• consider the need to address these from within the organisation, 
• show how OHM can be integrated with management practices of organisations, and 
• be limited to a comprehensible and manageable set of key elements relevant to OHM 
stakeholders. 
 
Limitations of previous approaches 
Researchers have compiled evidence on many facets of working conditions and their relation 
to health and productivity (e.g. Bond, Flaxman, & Loivette, 2006; Zapf & Semmer, 2004). 
There have also been attempts to integrate this research on important work-related determi-
nants of health into organisational health models (e.g. Corbett, 2004; Danna & Griffin, 1999; 
DeJoy & Wilson, 2003; Quick et al., 2007), but these hardly consider organisations as com-
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plex social systems. Thus, in recent years a number of health researchers as well as consul-
tants have pondered on combining systems theory, the setting approach, health development 
and health promotion (Bennett, Cook, & Pelletier, 2002; Best et al., 2003; MacIntosh, Mac-
Lean, & Burns, 2007; Paton, Sengupta, & Hassan, 2005; Pelikan, 2007; Shoaf, Genaidy, 
Karwowski, & Huang, 2004; Ureda & Yates, 2005). Hereby, organisations are seen as com-
plex social systems and it is acknowledged that intervening agents have limited control over 
such systems. But in our view, these attempts of integrating occupational health research and 
interventions with systems theory by means of a model lack the above suggested link to man-
agement practices in organisations. 
Thus, we will first discuss paradigms in systems theory and organisational change as well as 
conceptions of health development and management underlying the proposed model for 
OHM. We then develop the model, consider its application and draw conclusions on new op-
portunities provided for OHM research and practice. 
 
 
II. Underlying Perspectives 
 
Social systems theory 
In complex social systems, numerous material and immaterial elements interact in a non-
linear and non-trivial manner, where intervening will change (pre)conditions in the system, 
causing similar but subsequent interventions to produce dissimilar effects (Rüegg-Stürm, 
2003b). Complexity not only complicates the prediction of outcomes of interventions, it also 
leads to unexpected side-effects and emergence of new elements unforeseeable through the 
characteristics of present elements. Although this limits the possibilities of guidance and con-
trol, complex social systems develop order through repetition and routine in the interaction of 
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their elements. According to the concept of constructivism, social systems monitor them-
selves and their environment, reducing the range of possibilities and potential outcomes, 
transforming ambiguous information to a degree of unambiguousness allowing secure func-
tioning (Weick, 1995). Essentially, organisations can be understood as self-monitoring sys-
tems of routinised processes reproducing themselves over time, where the system becomes 
producer and product of itself (Luhmann, 1984, 2006; Rüegg-Stürm, 2003b). This kind of 
genesis of systems creates self-referentiality, where processes attach to processes within the 
system’s own logic and order it has created itself. A circular relationship between processes 
and structure (order) is underlined, where structure channels processes and simultaneously is 
shaped by these processes – like a river and its bed – corroboration and creation in one 
(Giddens, 1984; Haken & Schiepek, 2006; Rüegg-Stürm, 2003b). Social systems develop 
within an environment, constructing borders through distinction and marking the “inside” and 
the “outside” (Spencer Brown, 1969), focussing on aspects that are relevant for the system’s 
self-preservation. Specific to organisations like business companies, one of the main target 
systems of OHM, is that they are 
• commercial (they monitor the relation between costs and benefits), 
• purpose-built (they monitor the desires of other relevant systems like customers or share-
holders), 
• socio-technical (they divide labour by technical means), and 
• competition driven (they aim at producing superior benefit for their customers and at be-
ing more cost-effective than rival systems) (Rüegg-Stürm, 2003a). 
 
Organisational change from a systems theory perspective 
As we understand organisations as self-monitoring systems of routinised processes reproduc-
ing themselves over time, without central steering mechanism but rather circular relationships 
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between structure and processes, management has to consider alternative ways to stabilise 
resp. destabilise the system to achieve routine resp. change. Organisations usually have ex-
perienced many phases of stability and instability – their genesis and “life” is a history of ep-
iphany and expectation, of innovation and routine. The end of this on-going dialogue of 
change is considered to be the end of the system (Haken & Schiepek, 2006; Rüegg-Stürm, 
2003b). Thus, organisations being ambivalent towards former experiences and “truths”, trust-
ing but also querying them, will be more flexible and adaptable (Weick, 1995). On the other 
hand, synergetics have demonstrated that the result of changing from phases of stability to 
phases of instability and back is always ambiguous (Haken & Schiepek, 2006). Processes of 
change are often initiated or supported from “outside” the system. In systems theory, ap-
proaches to change and development are based on the acknowledgement of limitations con-
trolling social systems. These approaches reject a delusional sense of feasibility towards steer-
ing social systems and styling consultants to great architects (MacIntosh et al., 2007). Social 
systems theory stresses the notion of “irritating systems” and stimulating them, as social sys-
tems have a self-referential logic of their own. Intervening agents develop hypotheses on how 
this stimulation will affect processes, what side effects may occur and how self-organisation 
could be enhanced. Thus systemic interventions aren’t intrusions aimed at linear change out-
comes, yet neither pure hits by chance, as they aim to connect to the system and develop sys-
tem-adequate hypotheses of change (Königswieser, 2006). 
Developing new processes or modifying existing ones demands information on organisational 
order (structure) that channels these processes. Change begins with the change of order, as 
processes “happen” and can’t be changed directly (Rüegg-Stürm, 2003b). Similarly, change 
in organisational structure and strategy is easier to achieve than change in an organisation’s 
culture (Pelikan, 2007). In addition, individual behaviour change can be stimulated to modify 
organisational structures (Paton et al., 2005), thereby leading to improvement of organisa-
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tional processes, just as the circular relationship between processes and structure would let us 
expect (although not predict). A different approach is (e.g.) to provide arenas of change, 
which allow to develop and test new processes on a smaller scale resp. in a part of the organi-
sation (Rüegg-Stürm, 2003b), and if successful, try to disseminate this change into the whole 
organisation. 
 
Salutogenic perspective on organisational health and healthy organisations 
OHM has been defined as an organisational optimisation process, “adding value” to the or-
ganisation through protecting and enhancing its members’ health and well-being, which influ-
ences business outcomes positively too (Bauer & Jenny, 2007). Focussing on health and well-
being as goal of OHM means first looking at how individual health is created in organisa-
tions. Combining Luhmann (1984, 1997) and Donabedian (1966), Pelikan (2007) states that 
health is an outcome of both individual constitution and a history of interaction with relevant 
environments, i.e. other systems’ structures and processes (see also Udris, 2006). This con-
ception has been visualised in a European “Health Development Model”, showing how health 
of individuals is reproduced in interaction of personal capacities with the socio-ecological 
environment (Bauer, Davies, & Pelikan, 2006). In this process of health reproduction, ideally, 
individuals are health literate and motivated, while the system enables and encourages them, 
providing health development opportunities and capacity building. Pelikan (2007) reinforces 
the notion of positive health, conceptualised as well-being and energy. Although positive 
health is less salient than disease or disorders, we still can mark it, develop it through training, 
maintain it through adequate use, and decrease it through under-, over- or misuse (in refer-
ence to Antonovsky, 1979; see also Faltermaier, 2005). This focus on positive health is paral-
leled by ‘positive psychology’ as well as ‘occupational health psychology’ (e.g. Nelson & 
Simmons, 2002; Tetrick & Quick, 2002), analysing the dynamic health development process 
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not only from a pathogenic perspective, but taking a salutogenic perspective as a mirror per-
spective, asking the question: What keeps people healthy, despite all the detrimental physical, 
mental and social risk factors? (Antonovsky, 1979; Bauer et al., 2006). 
The field of occupational health research is primarily concerned with organisational health, 
i.e. the question how individual health is created and maintained in interaction with organisa-
tions. In addition, there is a on-going debate on healthy organisations, i.e. “health” of the or-
ganisation itself, conceptualised as viability, vitality, adaptivity, sustainability, effectiveness, 
productivity or other financial metrics, and how these factors relate to individual health 
(Bennett et al., 2002; MacIntosh et al., 2007; Shoaf et al., 2004). 
 
New Management Model of St. Gallen 
As stated, we aim to combine health development and systems theory with management per-
spectives and practices. Our neighbouring University of St. Gallen looks upon a long tradition 
of integrating systems theory as well as organisational ethics in their management studies. 
The New Management-Model of St. Gallen (Rüegg-Stürm, 2003a) [brief: NMSG] is an ad-
vancement of the Management-Model by Ulrich (1984). It is committed to systems theory 
and proposes six central dimensions for designing, guiding and developing (i.e. “managing”, 
Ulrich (1984)) purpose-built, socio-technical organisations. These are: 
• Spheres of environment (society, nature, technology, economy) 
• Relevant stakeholders (capital providers, customers, employees, NGO/public, state, pro-
viders, competitors) 
• Interactional issues (resources, norms and values, concerns and interests) 
• Order (strategy, structures, culture) 
• Processes (management, business, and supporting processes) 
• Modes of development (renewal, optimisation) 
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Integrating this management perspective and stressing a strategic over a normative view, lat-
ter so common in health promotion, we aim to connect better to the logic of organisations and 
the practices of management. 
 
 
III. Systemic-Salutogenic Model for OHM 
 
Overview 
Our model for OHM depicts the organisational system as organisational structure, strategy 
and culture in interaction with its members’ individual capacity, identity and behaviour, con-
tributing to individual health, job quality and organisational sustainability as key success cri-
teria for OHM (fig. 1). It integrates above described perspectives on social systems and health 
and builds on the NMSG’s dimensions for managing organisations. In contrast to the NMSG, 
humans resp. people employed (incl. managers) are essential to the model and not only one of 
many relevant stakeholders. This reflects the focus of OHM on individual health and well-
being. Customers, capital providers, society/politics, and private life are depicted as relevant 
environmental stakeholders of the organisation and of OHM. 
Central to the model are the interactions between individuals as members of the organisation 
and the organisation itself, which “come to life” and are experienced in processes. This re-
flects the process-based view of organisations and health development as described above: 
Through processes health is created and maintained – these processes are, in reference to 
Weick’s (1995) notion of organiz-ing, an inter-act-ing. Assuming circular causality, processes 
are channelled by and simultaneously forming the organisation and individuals: This is re-
flected in the model through dashed lines around the process arrows. Further, the model dis-
tinguishes factual processes on the left hand side of the model as general management pro-
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cesses from social processes on the right hand side covering interactions between members of 
the organisation. OHM as optimisation or renewal process is conducted by the organisation 
itself and focussed on health-relevant and especially salutogenic interactions between indi-
viduals and the organisation. Finally, the thick black line around the organisational system 
symbolises the system’s self-referentiality, i.e. its self-defined boundaries and own logic gen-
erated through its genesis and its selective, self-preserving focus on relevant stakeholders in 
the environment. 
 
Fig. 1: Systemic-salutogenic Model for OHM 
 
 
Following the aim of integrating management and organisational health, the next sections 
describe the model’s dimensions from both perspectives and point to implications for devel-
oping OHM in organisations. 
 
Organisational structure, strategy and culture 
The model distinguishes three dimensions of organisational order: Structure, Strategy and 
Culture. The organisation’s order – together with individual capacities – is the river bed in 
which everyday interaction flows. It constitutes the strategic division and sequence of labour 
leading to a product or service, which has guaranteed business success resp. self-preservation 
up to the present.  
• Organisational structure distinguishes frames and chains (Rüegg-Stürm, 2003a). Frames 
are separate departments and teams (i.e. subsystems) with their infrastructure and func-
tion, whereas chains are defined process sequences. Regarding organisational health, 
structure includes relevant aspects such as degree of hierarchy and centrality, latitude and 
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rigidity of roles, or schedules and contracts (e.g. shift-work, short-time contracts). For 
OHM development, the number and heterogeneity of units (frames) needs to be con-
sidered, e.g. if they share similar principles or form heterogeneous subsystems, and if 
there is a balance between them concerning volume and strategic weight. This indicates 
ways how OHM can be disseminated within the organisation. Similarly, development of 
an internal health and safety division could be considered. 
• Organisational strategy is the answer to the question “Where are we going?”. Strategy is 
the basis for business success, a balance of consideration of competencies, range of pro-
ducts, and especially the needs of stakeholders like customers or members of the organisa-
tion. It combines market-based with resource-based views as well as normative-ethical 
and strategic perspectives (Rüegg-Stürm, 2003a). Regarding organisational health, it is 
relevant to what degree the organisation’s goals are compatible with those of its members 
(see below too, culture). For OHM development, we need to know if the organisation is 
conscious of its health impact and has integrated health development as explicit issue into 
its strategy for both ethical and strategic reasons. 
• Organisational culture: From a systemic-constructivistic perspective, through interaction 
meaning and relevancy are produced in a on-going, discursive and self-monitoring man-
ner: “Local theories” are created as cultures of stringent collective cognitions (values, 
norms, attitudes, expectancies), which are reflected in manifest socio-cultural artefacts 
(e.g. symbols, logos, architecture) (Baumgartner, 2006; Rüegg-Stürm, 2003a). Regarding 
organisational health, ‘employee orientation’ is of relevance, represented through per-
ceived trust, fairness, or justice (e.g. Badura, Greiner, Rixgens, Ueberle, & Behr, 2008). 
For OHM development, organisational consciousness of individual health as well as cul-
tures of communication, participation and change need to be taken into account. 
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Personal capacity, identity and behaviour 
For general management, work related capacities (e.g. qualification, skills and experience), 
professional identity and behaviour are key determinants of job performance. Regarding or-
ganisational health, personal capacities are understood as health resources of an individual, 
supporting successful health development and enhancing positive health (Antonovsky, 1979; 
Faltermaier, 2005). They can be distinguished into personal-mental, social-interpersonal, 
physical-constitutional, socio-cultural, and material resources. Identity covers health aware-
ness, health beliefs, and specific health knowledge (Faltermaier, 2005). Here it is of interest, 
how individual identity attaches to organisational culture and strategy. Behaviour covers life 
style and general or specific patterns of health behaviour (Faltermaier, 2005). For OHM de-
velopment, motivation and readiness to change behaviour patterns, and essentially to engage 
in OHM practices, are particularly important. 
 
Organisational processes as interaction between person and organisation 
Fundamental to our understanding is that processes are where impact is generated and experi-
enced and where the system’s interaction patterns become visible: Analysing processes pro-
duces information on how the order of the organisation and the constitution of its members 
emerge into interaction (Rüegg-Stürm, 2007). Referring to the NMSG (Rüegg-Stürm, 2003a), 
we distinguish factual and social processes. Factual processes refer to general management 
processes, which are grouped according to the NMSG (Rüegg-Stürm, 2003a) into three di-
mensions: Management processes, Business processes, and Supporting processes. 
• Management processes: Normative management processes deal with the legitimation of 
the business model in relation to the environment. Ethical and responsible acting towards 
fair working conditions, health and respecting human rights and integrity are issues highly 
relevant for OHM. Strategic management processes deal with building competitive ad-
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vantages, i.e. producing superior benefit for customers and being more cost-effective than 
rival organisations. Possible issues relevant for OHM are building good customer rela-
tionships through enhancing employee satisfaction or reducing sick leave and fluctuation 
through strategic employee support. Operative management processes deal with guiding 
and monitoring daily business processes, financial controlling, quality management, and 
leadership processes. Latter are particularly health relevant (see below).  
• Business processes are “where things happen”, where the organisation performs its core-
activities and what most employees experience and describe as daily work: dealing with 
customers and their needs, producing goods and services, manufacturing, supplying, and 
all processes of innovation and research (Rüegg-Stürm, 2003a). Business processes are 
one of the prime research issues in work and organisational psychology, assessing work-
ing conditions from a perspective of individual experience: quality of customer relations, 
quantitative and qualitative demands, regulation and control etc. (e.g. Zapf & Semmer, 
2004). 
• Supporting processes deal with human resource development and qualification, supplying 
and maintenance of infrastructure, processing of business data, evaluation of risks, legal 
questions, and communication building (Rüegg-Stürm, 2003a). Highly relevant for or-
ganisational health and OHM are processes of rewarding and qualifying the organisation’s 
members; failure to do so often results (e.g.) in perceived effort-reward-imbalance 
(Siegrist et al., 2004). Similarly, providing and maintaining good infrastructure (ergo-
nomical workplaces, operational IT-services, working tools, etc.) supports well-going 
business processes and individual experience of job quality. Generally speaking, support-
ing processes deal with the flow of resources, which are not only supportive for daily 
business processes and health development, but also for sustained innovation development 
(Hazy, 2008). 
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Social processes refer to social interactions of members of the organisation, which are 
grouped into three dimensions: Leadership processes, Relationship processes, and Discursive 
processes.  
• Leadership processes are the daily guidance of employees by superiors, i.e. the construc-
tion of stable vertical relationships (Rüegg-Stürm, 2003a), which also gives us insight on 
how problems are handled and solutions created. Similar to supporting processes, leader-
ship processes are central to research in occupational health psychology: A multitude of 
studies have shown how leadership style, appreciation, trust, participation, information, 
change involvement and support by superiors influence employee motivation, well-being 
and health (e.g. Dellve, Skagert, & Vilhelmsson, 2007). Leadership processes also include 
the active process of transforming multiple, contradictive perspectives into a coherent 
worldview (Kofman, 2006) and thus reducing ambiguousness (Weick, 1995). 
• Relationship processes are the daily contacts between the organisation’s members and 
their mutual support. Social support by and respectful treating of colleagues is another is-
sue of health research in organisations and relevant for organisational health as well as an 
issue in developing organisational culture (Badura et al., 2008). Simultaneously, borders 
are (re-)constructed between subsystems of the organisation just as well as interfaces are 
routinised. Finally, the quality of relationship processes are another aspect proposed to 
enhance the development of innovation in an organisation (Hazy, 2008). 
• Discursive processes are the daily monitoring and interpretation of organisational (inter-) 
action. People focus and select events from the ongoing stream of action in their organisa-
tion, building individual identity (Keupp, 2006), discursively constructing a common and 
coherent worldview (Rüegg-Stürm, 2003a), and validating them consensually (Weick, 
1995). Planned or unplanned, OHM will introduce and establish a new focus of attention 
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on personal and organisational health issues, influencing this permanent discursive pro-
cess. 
Generally speaking, it must be analysed how and which of these factual and social processes 
(re-)create health and well-being. These processes can be implicitly or explicitly salutogenic: 
For example, supporting processes can be associated directly with health (e.g. courses on 
stress-management) or be done for other reasons than health but still have a big health impact 
(e.g. qualifying employees). 
 
Relevant environment 
Business organisations are purpose-built and competition-driven. They focus on aspects of 
their environment which are relevant for self-preservation, and they monitor and react to de-
velopment trends. Considering health and OHM, we name four stakeholders in the envi-
ronment, which are relevant: Capital providers are relevant to guarantee a solid financial base 
for optimisation processes, including OHM. Customers are the main target of business or-
ganisations and good customer relations enhance profits and employee satisfaction. Private 
life, i.e. family and friends, are relevant as resource for meaningful life, job performance and 
health of the organisation’s members. Work-life balance as one aspect of interaction between 
organisations’ members and their private life has shown to be an important determinant of 
health (e.g. Jones, Burke, & Westman, 2006). Politics and society define and enforce rules 
and regulations affecting business process as well as workers’ safety and health and human 
rights. 
 
Key outcomes as OHM success criteria 
The model focuses on three key success criteria of OHM: health, job quality and sustaina-
bility. Health is (re-)produced in permanent interaction of person and organisation and within 
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the person itself. We propose Faltermaier’s 3x3-matrix of (positive) health (physical / mental 
/ social dimension x well-being / capacity to act / disorders dimension), where different con-
figurations can lead to maximal or minimal health (Antonovsky, 1979; Faltermaier, 2005). 
Job quality is a work-related outcome of the interaction between organisation and person. 
Each member of the organisation permanently (re-)negotiates and adapts his/her terms of 
interaction, according to his/her identity and capacities. Successful negotiation of interaction 
terms will enhance the chance that interaction is perceived positively as “job quality”, which 
we operationalise as work-related sense of coherence, in short ‘Work-SoC’ (in reference to 
Antonovsky, 1979; Bauer & Jenny, 2007): Members will experience meaning in their daily 
work, it will be manageable and embedded in comprehensible organisational routines. This 
also relates to what is considered as a contemporary, individualised search for meaning, 
where traditional meta-narrations are replaced by individual and daily identity formation 
(Keupp, 2006). As a focus of a system’s self-monitoring, Work-SoC could figure as landmark 
for an active process of creation and negotiation of meaning between organisations and indi-
viduals. 
On organisational level, as stated earlier, many concepts are offered as indicators for a “heal-
thy organisation” (Bennett et al., 2002; MacIntosh et al., 2007; Shoaf et al., 2004). We favour 
sustainability, for which we define two facets: First, societal sustainability as the organisa-
tion’s sustainable engagement for human values as well as meaningful products and services 
in society. Healthy employees with meaningful jobs are expected to contribute to this out-
come. Second, innovation sustainability is seen as indicator for the ability of an organisation 
to regularly produce innovation. This is considered to be a vital element of organisational 
self-preservation (Hazy, 2008), and OHM enhances aspects that lead to the emergence of in-
novation, as noted at various positions before. It is also supposed that openness to monitoring 
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processes and active handling of generated, critical information will support the organisations 
learning abilities (Baitsch, 2008) and thus its innovativeness.  
 
OHM as optimisation and renewal process 
Integral to the organisational system, OHM is depicted as process of optimisation or renewal, 
i.e. as a process of incremental or radical change towards enhanced health-orientation of the 
system. In most cases, OHM can be considered being more evolutionary than revolutionary, 
i.e. a continuous optimisation of stable (repetitive) processes. The model shows that OHM 
needs to build on personal, organisational and environmental capacities to achieve such an 
optimisation process. The model points to particularly health-relevant aspects to be assessed 
and improved from a salutogenic perspective to finally achieve the key success criteria of 
OHM described above (health, job quality, sustainability). Assuming circular relationship 
between processes and order, the dashed lines around the OHM optimisation/renewal process 
imply that health-orientation will diffuse step-by-step into structure, strategy and culture of 
the organisational system and its processes resp. routines. This approach suggests to initially 
assess “stages of OHM development” (Bauer & Jenny, 2007) to which OHM stakeholders can 
attach to, try to build on, advance and guide to routine. If an organisation has no focus on 
health and OHM yet, or on the other hand, is already in a phase of routine, external consulting 
is less desired or needed. Usually, OHM consultants are contracted by organisations that al-
ready have developed (for what reasons ever) at least a minimum level of health-
consciousness and OHM, and view the consultant as relevant environmental stakeholder. 
Thus, according to the key role assigned to the organisation itself by our model, it encourages 
the notion that external consultants support OHM development by the organisation but cannot 
“do” OHM for the organisation. Following, we describe how the model could be applicated in 




IV. Application of the model to develop OHM: “How to get there” 
 
For raising awareness and disseminating OHM, the model can be used to communicate 
health-relevant key areas of organisations and the central idea that OHM is the continuous 
analysis and optimisation of these areas contributing to health, job quality and organisational 
sustainability. For this purpose the model serves as initial map setting landmarks, helping to 
focus questions on organisational health resp. OHM and how to link everyday practice with it, 
and eventually to discuss what benefits can be expected from such a development process. 
OHM development within an organisation then typically follows phases of analysis, planning, 
implementation and evaluation. Each of these phases is a data driven process of organisa-
tional development, considering stages of and readiness for change of both internal and rel-
evant external stakeholder groups of an organisation. During analysis, the model facilitates to 
negotiate key areas of the organisation to be analysed for health impact assessment and for 
planning system-specific organisational change. This includes how factual and social pro-
cesses are experienced as pathogenic or salutogenic, and what underlying organisational order 
and individual constitution lead these processes. Analysis reflects the degree of the system’s 
health-consciousness and OHM development, and records degree of individual health, job 
quality, and organisational sustainability. The model groups the corresponding data into a 
comprehensible and manageable set of dimensions of organisational health and allows identi-
fication of possible relationships between them. In a planning phase, the model helps to build 
hypotheses where and how to intervene and to anticipate possible intended and un-intended 
effects of the following change process. This includes considering how possible change in the 
organisation’s order and the members’ constitution will manifest itself in processes, and how 
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these processes again could influence structure, strategy and culture. During implementation, 
key interventions can be mapped in the model and their primary focus on individual or or-
ganisational level be assessed. Evaluation can build on the initial hypotheses of the planning 
phase and the recorded OHM activities. The model reminds that these activities are imple-
mented in context of a continuously changing organisational system and its changing envi-
ronment – simultaneously building on and being constraint by this context. This allows for-
mulating updated, contextualised hypotheses about the areas of change and improvement in-





Developing a systemic model for OHM must make “a difference which makes a difference”  
(Bateson, 1972), compared to present OHM approaches, creating new advantages for research 
and practice. Our aim is to attach better to the logic of organisations and thus advance sus-
tained OHM in the field. Firstly, for the field of practice, the model moves from handling sin-
gle occupational health issues by experts to integrating occupational health with general man-
agement practices, facilitating the interaction between external OHM consultants and organi-
sations. Secondly, as OHM is an approach to system-specific, health-oriented development of 
organisations most commonly aided by external consultants, it needs to be researched in the 
field. Thus, the model can connect research, consulting and organisations, producing a com-
mon language, compatible views on health and visibility of the development process. For ev-
aluation studies, the model provides a map useful for well structured, comprehensible process 
evaluation, impact evaluation and communication of OHM results. 
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Overall, the proposed systemic-salutogenic model for OHM is expected to be an appropriate 
response to the complexity and fast changing nature of organisations and their environments 
as well as their health issues – hopefully providing useful guidance for OHM practice and 
research in the future. 
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